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THE pathological changes constituting 
schistosomiasis or, as it is often called, 
Bilharziasis are produced by certain nema- 
tode worms of the family Schistosomidae. 
The adult forms of these worms generally 
exist in pairs and are found in the 
abdominal veins, including the portal 
system. 

Bilharzial disease of the female genital 
tract is - decidedly rare in temperate 
climates. As it is common in certain parts 
of the world, and as it affects other peoples 
in addition to the indigenous population it 
has been considered worth while drawing 
attention to thiscondition. With theincrease 
of the European population in Africa there 
is reason to anticipate that such cases will 
be observed more frequently in Great 
Britain as a result of the periodic visits of 
the population to the homeland. 

It is the purpose of this paper to deal with 
this disease from the gynaecological point 
of view, but as schistosomiasis is so seldom 
seen by gynaecologists in countries in which 
the disease does not naturally occur it will 
be better first to consider the general 
pathology of the disease at some length. 

B 


HIstory. 

Ir 1851 T. Bilharz discovered the worm 
which causes epidemic haematuria in 
Egypt. It is often known as Bilharzia 
haematobia, but its international zoological 
name is Schistosoma haematobium. The 
ovum of the species described by Bilharz is 
provided with a sharp terminal spine which 
facilitates its movement through the tissues 
of the human host. A lateral spined ovum 
was discovered by P. Manson in 1903, in 
the West Indies. R. P. Leiper later showed 
this ovum with the lateral spine to belong 
to a different species of worm known as 
Schistosoma Mansoni. Both these varieties 
are common in many parts of Africa. In 
addition to these varieties a third has been 
described, the Schistosoma japonicum, 
which is found in the Far East. This 
organism was first described by Katasurada 
in 1904, in Japan. The ova of this variety 
are spineless. 

Certain species of snail have been found 
to act as the intermediate hosts of the 
schistosomes. This discovery was first made 
in the case of the Japanese variety by 
Fujinamiand Nakamura. Some years later 
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R. P. Leiper, who was working in Egypt, 
showed thatthe miracidia, which are formed 
from the living ova deposited in water, 


entered and lived in a fresh-water snail. 


called Bullinus and he subsequently showed 
that the miracidia developed from ova of 
S. Mansoni underwent further development 
in another fresh-water snail, Planorbis. In 
countries in which these diseases are 
endemic these snails are plentiful. Waters 
which contain Bullinus snails infest bathers 
with S. haematobium, while waters which 
contain Planorbis cause infection with S. 
Mansoni. 

Other varieties of schistosome infection 
are known. One variety, S. bovis is found 
in sheep; another variety known as S. 
intercalatum, first found in the Belgian 
Congo, is described as possessing a terminal 
spine which is, however, longer that that 
of S. haematobium but shorter than that of 
S. bovis.* 


MopDE OF INFECTION. 


In all three common varieties of human 
schistosomiasis the infection is contracted 
by bathing or wading in water which con- 
tains infected snails. The fresh-water snails 
in which the organism develops are gener- 
ally found in stagnant pools, as a rule 
sluggish waters are favourable to Planorbis 
snails, whereas Bullinus snails prefer a 
faster stream. 

The infected urine or faeces: is passed 


* The animal schistosomidae include: 

S. bomfordi—Inhabits the portal system of 
Indian oxen. The male possesses 60 testicles. 

S. spindale—Inhabits the portal system of Indian 
buffalo. The male is provided with 6 or 7 testicles. 

S. indicum—Inhabits the portal system of Indian 
horses and camels. 

S. turkestanicum—Inhabits 6xen: the ova have 
spines at each pole. 

S. matthei—Inhabits sheep, cattle and man. It 
resembles S. bovis. 


into water or into wet soil and the living 
ova thus set free develop into free-swim- 
ming structures which are known as 
miracidia. These miracidia invade the body 
of a suitable mollusc host and-pass through 
a part of the cycle of the life history of the 
schistosome inside its body. In due course 
the snail discharges enormous numbers of 
minute bodies, called cercariae, into the 
water in its vicinity. Human beings who 
bathe in water containing cercariae are 
invaded by these organisms which generally 
penetrate the skin. This is the usual method 
of infection but it is possible for infection 
to arise from drinking infected water; in 
this case the organisms enter the body 
through the mucous membranes of the 
mouth, pharynx or oesophagus. Children 
and young adults are the most common 
subjects because of their habit of bathing 
and paddling in streams and pools. Infec- 
tion generally takes place very early in life. 
For this reason the earliest signs are rarely 
seen in the native, but they may be seen 
from time to time in the European child 
whose parents are more observant. The 
initial disturbances usually occur 3, 4 or 
more weeks after exposure to infection and 
they consist of general uticaria, malaise, 
and a slight rise of body temperature. In 
due course the worms reach maturity in the 
human body and according to the organs 
in which the eggs are deposited so do the 
symptoms vary. 

It is well to point out here that acute 
dermatitis resulting from the penetration 
of the skin by cercariae of a schistosome is 
not limited to the geographical distribution 
of S. haematobium, mansoni and japoni- 
cum. Cercarial dermatitis has recently been 
studied in America because it has been 
found to be common among bathers in 
Michigan, Wisconsin and Manitoba. The 
condition has also been described by 
Matheson as occurring in the British Isles, 
namely at Cardiff. Cort has described his 
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own sensations after immersing his hand in 
water infested with cercariae. About 10 
minutes after immersion a prickly sensation 
is felt and this is quickly followed by urti- 
carial blotches which subside after about 
half an hour, leaving numerous macules. 
Within 24 hours itching becomes intense 
and papules appear; in 2 days the hand 
becomes swollen, painful, and the papules 
become pustular. The condition subsided 
in 5 days. It was noticed that the horny 
skin was not affected; the cercariae ap- 
peared to make their entry through the hair 
follicles. 

The cercariae first identified by Cort as 
causing bather’s itch were C. elvae Miller. 
Those occurring in Cardiff were C. ocellata, 
which appears to be the common schisto- 
some in European outbreaks of bather’s 
itch. Cort considers that most of the 20 
odd cercariae such as C. douthitti, C. phy- 
sellae and C. stagnicolae, which do not 
cause systemic disease in man, are capable 
of causing dermatitis. The possibility that 
one or other of these cercariae might 
develop the ability to invade the human 
body like the cercariae of S. haematobium 
would be alarming in view of their wide 
distribution. As in the case of cercariae 
which cause systemic disease in man the 
intermediate hosts are water snails either 
Lymnaedae or Physidae. The carrier snail 
of Cardiff is Lymnaea stagnalis. 

Not much is known about the adult 
schistosomes, but it is believed that they are 
to: be found in certain varieties of water- 
bird. One of the cercariae, C. douthitti, is 
known to be derived from a schistosome 
which infects mice, musk rats, guinea pigs 
and rabbits. 

Microscopical examination of skin ex- 
posed to cercarial infection has shown the 
absence: of parasites of bather’s itch in 
specimens taken up to 50 hours after infec- 
tion. Sections show numerous burrows, 
some of them blind, which do not extend 


deeper than the Malpighian layer. It would 
appear that evidence has not been submitted 
to date which indicates that systemic in- 
fection occurs from these common cercariae 
of temperate climates, but it should be 
borne in mind that such infection is a 
possibility. Penner immersed a young 
Rhesus monkey in water containing large 
numbers of C. douthitti and at necropsy 
nearly 6 days later found plentiful worms 
in the lungs. It is therefore possible for the 
same process to occur in man. 

Man is infected by the pathogenic schis- 
tosomes in two ways: (I) exposure of the 
surface of the body to infected water; 
(2) exposure of a mucous membrane to 
infected water, e.g., by drinking. The skin 
route is the more important mode: of in- 
fection. Drinking water which contains 
cercariae is also capable of producing 
systemic infection; in this case the cercariae 
adhere to the mucous membrane while 
passing through the mouth, pharynx and 
oesophagus, by means of their suckers. 
Infection through the stomach is not pos- 
sible because the cercariae are killed by 
the acidity of the normal gastric juice. 

All schistosomulae enter the definitive 
mammalian host through the skin or 
mucous membranes to reach the blood- 
vessels or lymphatics. Having penetrated 
the body of the mammalian host they lose 
their tails and passing through the vessels 
they réach the right heart, the pulmonary 
vessels, the lungs, the left heart, and thence 
they pass to the general circulation. Their 
main route is from the lungs to the liver 
through the arterial circulation, and 
through the gastro-intestinal vessels to the 
portal and mesenteric veins. During the 
next 6 weeks they develop into adult 
worms; the adult worms migrate to most 
of the large abdominal veins, the exact 
distribution varying according to the 
species. After copulation the female is 
believed to pass towards the smallest veins, 
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where she deposits her eggs, but the usual 
course for the male with the female in his 
gynaecophoric groove is to pass on until 
arrested in sub-mucous tissues which, in the 
case of S. haematobium, are those of the 
genito-urinary tract generally and the 
bladder in particular. The bladder seems 
to be the normal goal of mature worms 
and most eggs are deposited there. 
Unusual tumours of S. haematobium 
origin may be found about the bladder, 
in the broad ligament and in the skin; 
these contain many eggs which have been 
deposited by worms which have wandered 
the wrong way. 


Congenital infection. 

It would appear that infection may be 
congenital. Narabayashi has observed 
ova of S. japonicum in the stools of three 
newly-born infants whose mothers had 
been working during their pregnancy in 
contaminated rice fields. Fujinami, Naka- 
mura and Narabayashi have also observed 
the infection of the foettis of dogs and 
guinea pigs. The significance of these 
observations is that the cercariae or the 
young worms are capable of traversing 
the placenta. 


DISTRIBUTION OF SCHISTOSOMIASIS 
IN EUROPE. 


Some cases of schistosomiasis have been 
reported in Portugal in people who had 
never been out of the country. The inter- 
mediate host is believed to be P. corneus. 
In most of the cases recorded in England 
the disease was contracted in Africa or 
elsewhere, but one case has been described 
in an Englishwoman who had never left 
the Erith-Gravesend district. 


IMPORTATION OF INFECTED DEFINITIVE 
MAMMALIAN Hosts. 
Schistosomiasis occasionally extends 
beyond its endemic areas. Certain areas 


of the Sudan have become heavily in- 
fected owing to the importation of 
Egyptian labourers. It has also been 
suggested that the disease will become 
endemic in the south of France owing to 
the local presence of Bullinus snails and 
colonial troops, especially Senegalese 
troops. 


MoRPHOLOGY. 


The schistosomes which are common in 
Africa are S. haematobium and S. man- 
soni. In each case there are male and 
female worms. The male of S. haematobium 
is about 1.5 cm. long and 1 mm. in breadth. 
The male of S. Mansoni is about r cm. 
in length and 1 mm. broad. The male of 
S. japonicum is even smaller. All the male 
worms are flat and have thin lateral exten- 
sions which are capable of being folded 
medially towards the ventral surface and 
by this means they constitute the gynae- 
cophoric canal. The lateral folds are 
provided with numerous tubercles with 
which the female is grasped. 

The female worms differ from the males 
in being round and in being longer than 
the males. The female of S. haematobium 
is 2cm. long, and the female of S. Mansoni 
is about 1.5 cm long. 

The uterus of S. haematobium pro- 
duces a large number of ova provided 
with terminal spines while the uterus of S. 
mansoni is characterized by containing 
very few lateral spined ova, generally one 
to three in number. 

In order that they may adhere to the 
inner lining of veins, both the male and 
the female are provided with two suckers 
attached to the ventral surface at the 
anterior end. 

When the ova of these organisms are 
deposited in water the containing shell 
ruptures as a result of the change in 
osmotic pressure and a free-swimming 
embryo is set free. These small structures 
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are known as miracidia. They live for 
about one or two days and during this 
time search for the appropriate snail. 
When a snail of the proper species is found 
they penetrate its body through the 
antennae or the skin in the region of the 
neck, 

In the body of the snail they develop 
into sporocysts which in their turn give 
origin to daughter sporocysts; the latter 
are branching bodies capable of slow 
movement. Most of the sporocysts reach 
the liver of the snail where, in a period of 
5 to 6 weeks, from the time of the initial 
snail infection, they give origin to very 
large numbers of cercariae. The cercariae 
are capable of boring through the tissues 
of the host and, reaching the pulmonary 
system, are ejected into the water about 
the snail. . 

These cercariae swim freely in the water, 
and provided the water is reasonably warm 
are capable of living for about 36 hours. 
Within this time they must find a suitable 
host, namely, man, rats, mice, monkeys, 
guinea pigs, or perish. It is possible to see 
the cercariae with the naked eye; they 
appear as thin white threads in the water. 
In the case of S. haematobium the cercariae 
are about 400 microns long. 


Fate of the eggs in man. 


During their journey through the tissues, 
the shells of the eggs become thicker and 
yellower, and the egg doubles its size until 
it becomes about 140 microns long by about 
50 microns broad. While in transit through 
the human tissues a miracidium develops 
within the shell and by the time they are 
voided in the urine or faeces they are 
generally well developed. Should an ovum 
fail to make its way into a viscus the 
miracidium dies, the shell shrinks and the 
contents calcify. These dead structures 
stimulate the formation of much local con- 
nective tissue. Sometimes such dead ova 


are afterwards set free and appear in the 
excreta. 


Length of life of schistosoma in man. 


It has been estimated that the worms are 
capable of living for as long as 30’ years in 
the vessels of man. During this time they 
produce millions of ova. Rameses Girges — 
records one of his cases which was found 


to be passing living ova 26 years after the 


original diagnosis had been made. There is 
always the possibility of re-infection in 
persons normally resident in areas in which 
the disease is endemic. However, Christo- 
pherson mentions the case of a physician 
who was infected with schistosomiasis who, 
28 years after his return to England, was 
still passing living ova in the urine. 


GENERAL PATHOLOGY IN MAN. 


The initial lesions of schistosomiasis are 
rarely seen in the indigenous native, but 
they are sometimes seen in Europeans ' 
residing in endemic areas. The earliest ° 
indications of infection are urticarial 
blotches (the Baoonah itch of Girges), 
malaise and mild pyrexia. The adult worms 
are found in man about 6 weeks from the 
time of infection; they live in the large 
venous sinuses of the urinary and lower 
intestinal, tracts. The eggs of these 
organisms have been found in the lungs, 
the gall bladder, the appendix, the spinal 
cord and other places. When these worms 
are present in man there is a considerable 
blood eosinophilia. 

The lesions caused by S. haematobium 
and S. Mansoni are much the same. S. 
haematobium worms live in both the 
urinary and intestinal tracts and the ova 
may be found in both urine and faeces. 
Every part of the genito-urinary syster 
may be implicated in varying degrees, the 
worms being distributed throughout the 
pelvic plexuses, vesical, prostatic and 
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uterine. S. Mansoni lives in the large ves- 
sels of the portal system, especially the 
superior and inferior mesenteric veins and 
their tributaries. The worms have a natural 
tropism towards the venules of the large 
intestine. 

The tissue changes produced by the pas- 
sage of ova through them are essentially 
very slow and chronic. Tissue eosinophilia 
is marked and fibrosis may be extreme. 

In the past it has been the custom to 
divide Bilharzial lesions into two types, 
namely, the hypertrophic. and atrophic. 
This division is arbitrary, both types of 
lesion often existing side by side; this sub- 
division does not really serve any useful 
purpose. 

The hypertrophic variety of lesion is 
characterized by marked proliferation, par- 
ticularly of epithelial cells; these changes 
give origin to papillomatous growths. The 
second or atrophic variety is caused by the 
development of massive, dense, fibrous 
tissue. The hypertrophic form, therefore, 
represents the reaction to the disease of 
epithelial covered surfaces such as the lining 
of the urinary and intestinal tracts. The 
connective tissues of the body are the true 
seats of the so-called atrophic lesions. In 
those places where the anatomical arrange- 
ments are suitable a mucous membrane 
may show papillary formation and the 
neighbouring connective tissues may be 
extremely thick and as hardas leather. This 
condition is sometimes seen in connexion 
with the ascending colon which is essentially 
a retroperitoneal organ and also in the 
broad ligament in relation to the Fallopian 
tube. 

All these changes have been described 
from the kidney substance to the external 
urinary meatus and from the stomach to 
the anal canal and orifice. The distribu- 
tion of the disease in the female genital 
tract and the perineum is the purpose of 
this paper. It is well known that the 


322 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


genital tract of the male is frequently in- 
fested by Bilharzia, but little attention 
has been paid to the distribution of this 
disease in the female. 

The close proximity of the bladder, the 
lower ends of the ureters and the urethra 
to the genital apparatus is of such im- 
portance in connexion with Bilharziasis 
of the female organs that it is worth while 
passing in brief review the pathological 
changes which may be observed in these 
structures as a resylt of Bilharzial infec- 
tion. 


1. Local hyperaemia. 


The first change produced in the tissues 
is engorgement of the vessels and this is 
associated with oedema. The swollen 
area is soft to the touch and has an 
appearance much like that of velvet. The 
centre of such an area is often dusky 
purple in colour while the edges are dull 
red. In both the bowel and the urinary 
tract these areas are often covered with 
mucus. Between areas of this nature, 
which may be numerous, areas of relative 


pallor are to be found. Here and there in , 


these pallid areas one may observe minute 
granules which lie deep to the epithelium. 
Tissues affected in this way have been 
described by the earlier writers as resemb- 
ling tissues in which sand has been scat- 
tered; this is, as a matter of fact, a good 
description of the appearance of these 
patches. It will be appreciated that the soft 
vascular areas mentioned above are liable 
to bleed on the most minor injuries. 
Pieces of tissue such as those just des- 
cribed reveal the presence of Bilharzial ova 
when submitted to microscopic section and 


sthe eggs can sometimes be found in a 


smear taken from the affected tissue. 


2. The “‘ sandy patches.”’ 


The patches with an appearance like 
that of scattered sand would seem to form 
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rapidly after the local areas of hyperaemia 
and it is highly probable that the hyperae- 
mic patches turn into the sandy variety 
with the passage of time. The sandy 
patches are variable in size and shape; 
they are of a yellowish colour and are deep 
to the epithelium. Close examination re- 
veals that they are made up of minute 
granules.- In many ways the appearance 
of these patches is much like that of the 
so-called ‘‘ strawberry ’’ gall-bladder with 
its small sub-epithelial deposits of choles- 
terol. After a time the sub-epithelial tissues 
become infiltrated with increasing amounts 
of fibrous tissue and the affected area 
becomes harder. Some areas may become 
partially calcified. 


3. Local interstitial haemorrhage. 


In some early cases sub-epithelial hae- 
morrhage may be present. This would 
appear to be derived from the initial 
hyperaemia, the dilated vessels either 
being traumatized or otherwise injured by 
the passage of ova. 


4. Bullous oedema. 


In other cases bullae may be found 
arising from the mucous membranes. 
Such bullae may contain clear, turbid or 
haemorrhagic fluid. The neighbouring tis- 
sues are generally oedematous. In the 
urinary tract they are fairly common in 
the. vicinity of the ureteric orifice. 


5. Papilliferous changes. 
Neoplastic changes are fairly common in 


‘mucous membranes affected with this 


disease. The usual form of new growth is 
the papilloma which may be of the sessile 
or long filiform variety. They have the 
same structure as ordinary papillomata: 
the adult worms are occasionally seen in 
the vessels towards the base of a papil- 
loma. The papillomata are usually infil- 
trated with the cells characteristic of 


chronic inflammation and numerous ova 
may also be present. The filiform variety 
of papilloma generally traumatize each 
other and the epithelial surface is there- 
fore often ulcerated and it bleeds freely. 


6. Ulceration. 


Ulcers may arise in areas which have 
been the seat of great oedema, in the sandy 
patches, from the rupture of bullae and 
from the separation of papilliferous mas- 
ses. Ulceration may also arise in epithe- 
lium with a deficient blood supply due to 
the fact that the subepithelial tissue is 
fibrosed. 

Ulceration is rather more common in the 
bowel than in the urinary tract, presum- 
ably because of the frequency of secondary 
infection. 


7. Fibrosis. 


All tissues invaded by Bilharzial ova be- 
come the seat of aslowly progressive chronic 
inflammatory reaction. Fibroblasts are pro- 
duced in such numbers that the affected 
tissue becomes as hard as leather. Several 
authors have drawn attention to the fact 
that the sclerosis is sometimes so great that 
the tissue resembles schirrous carcinoma, 
with ova lying between the- fibrous bands 
in a manner similar to the malignant cells 
in, for instance, the so-called ‘‘ leather 
bottle ’’ stomach. 

The changes described above are essen- 
tially those which can be observed in those 
organs which are provided with a lining 
of mucous membrane, but with the pas- 
sage of time the changes go further than 
this. At the same time as the epithelial 
changes are taking place the muscular wall 
of organs such as the bladder, ureters and 
bowel are also affected. Many authors 
have drawn attention to massive diffuse 
infiltration of the meso-caecum, meso- 
appendix, meso-colon and meso-rectum, 
and from this it is clear that finally the 
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neighbouring connective tissue is affected. 
A similar change is found in the connective 
tissues of the broad ligament but little 
attention would appear to have been given 
to this. 

It will be appreciated that the pathologi- 
cal changes recorded above really consti- 
tute a continuous picture which is slowly 
progressive in the direction of extreme 
fibrosis. One frequently finds several of 
the lesions which have been described 
existing side by side and no practical good 
can be expected from the classification 
except to provide one with a general 
knowledge of the individual changes. 

It is important at this stage to mention 
that carcinoma may arise in or in the near 
vicinity of chronic Bilharzial lesions. The 
incidence of malignant disease in Bilhar- 
zial tissues appears to differ widely in 
different parts of Africa. It is encountered 
more frequently in Egypt than in other 
places and even here Girges found the in- 
cidence to be only a quarter of one per 
cent. Most of the cases diagnosed as car- 
cinoma are really swellings formed by 
masses of schistosomiasis tissue. 


BILHARZIASIS OF THE FEMALE GENITO- 
URINARY TRACT. 


As the genital and urinary apparatus 
are so intimately connected both develop- 
mentally and anatomically, and as infec- 
tion of the one is so often connected with 
infection of the other it will be helpful 
first to describe the recognized changes in 
the lower urinary organs. 


1. The bladder. 


This organ is a common site of infection 
with S. haematobium. All the changes 
described above are frequently found in 
the mucous membrane and sub-epithelial 
tissue of the bladder. As time goes on the 
bladder wall becomes more and more 
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infiltrated with ova, small round cells, 
eosinophils and fibroblasts and it becomes 
very hard and thick. In some cases it 
may be palpated above the level of the 
symphysis pubis as a hard mass, often of 
irregular outline. Some observers have 
described these hard bladders as reaching 
up to the level of the umbilicus; such 
cases have been found chiefly in Egypt. 
Calcium salts are sometimes laid down in 
the wall; in rare cases practically the 
whole wall is affected in this way. 

The pre-vesical tissue becomes dense and 
fibrous and much of the mass which can be 
palpated is probably due to the chronic’ 
inflammation of the connective tissues. 
The normal loose connective tissue about 
the bladder becomes very thick and a 
similar change may also take place in the 
structures of the lower abdominal wall. 
In these cases the sensation given to the 
palpating hand is much like that of a 
diffuse carcinoma of the breast. Although 
the change may take place in any of the 
connective tissues about the bladder the 
usual site of the change is anteriorly 
whence it spreads into the abdominal wall. 
Spread in other directions is of great 
gynaecological interest. Fistulous tracks 
and sinuses are often present in the lower 
abdominal wall. More often than not these 
tracks are circuitous and _ frequently 
branch. They run in the planes between 
the peritoneum and the muscular wall and 
between the individual muscle planes. 
When traced at operation, or at necropsy, 
they are found to lead to masses of 
degenerate tissue which are generally 
placed round the upper part of the bladder 
and in the pre-vesical and lateral vesical 
tissues. Some observers have _ believed 
infections of this kind to take their origin 
in the loose pre-vesical tissues and spread 
thence to the umbilicus along the path of 
the urachus and possibly too along the 
lines of the obliterated hypogastric arteries. 
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2. The urethra. 


It has always been considered that the 
male urethra is far more commonly 


affected than that of the female, but so 


far as the true incidence is concerned one 
must remember that the female is less 
commonly affected than the male. In the 
female Bilharzial disease is generally an 
extension of vesical Bilharziasis. The local 


._pathological changes are the same as those 


described above. The commonest clinical 
findings are thickening and ulceration of 
the mucous membrane and the formation 
of small papillomata. In addition to these 
changes peri-urethral abscesses are some- 
times seen and these often give rise to 
urethral fistulae and discharging sinuses. 

The local thickening in urethral Bilhar- 
ziasis feels like that resulting from exten- 
sive infiltration of the anterior vaginal wall 
which is found in many advanced cases of 
carcinoma of the cervix uteri. 

Small Bilharzial papillomata may be 
found emerging from the external urinary 
meatus when they may be mistaken for 
the ordinary form of urethral caruncle. 
Whereas the true caruncle arises from 
the gland-bearing area on the posterior 
lip of the urethra, Bilharzial hyperaemia 
and papillomata may be found arising 
from any part of the circumference of the 
meatus. 


3. The ureters. 


‘ The ureters are unfortunately often the 
seat of Bilharziasis; they demonstrate all 
the changes which have been described. 
ureteral and peri-ureteral fibrosis is apt to 
be patchy, but it is most marked in that 
part of the course of the ureter below the 
level of the pelvic brim. Bilharzial stric- 
tures an inch or more above the entry of 
the ureters into the bladder often call for 
surgical interference. The ureter normally 
passes through fairly loose connective 


tissue, but this is converted into tissue 
which is stony hard in Bilharziasis. 
Every gynaecologist is familiar with the 
difficulties which may be encountered in 
the dissection of the ureters in Wertheim’s 
operation, and he will therefore appre- 
ciate the special difficulty in exposing the 
ureters in the presence of Bilharzial disease 
in which the tissues are many more times 
thicker, harder and more extensive than 
in all but the most exceptional cases of 
carcinoma. One will also be able to form 
some idea of the nature of the tissues con- 
stituting the broad ligament particularly of 
that part normally traversed by the ureter. 


THE GENITAL ORGANS. 
1. The ovary. 


There are few references in the literature 
to Bilharzial disease of the ovaries. Sym- 
mers in 1906 described a case in a young 
child. He noticed a mass of fibrous tissue 
which involved the upper edge of the 
broad ligament and the ovary. The 
microscope revealed the presence of Bil- 
harzial ova in the ovarian substance. This 
casé is cited again and again in the 
literature. There would seem to be little 
references to cases in which primary Bil- 
harziasis is more definite than in Symmers’ 
case. Rameses Girges states that the 
ovaries become scarred and fibrous and 
contain large numbers of Bilharzia ova in 
the parenchyma. They may be covered 
with a thick fibrous coat making ovulation 
impossible and thus lead to sterility. In 
several of the cases seen, and operated 
upon by the writer, ovarian Bilharziasis 
has been discovered associated with other 
genital lesions. The chance of finding Bil- 
harzia ova in the ovary alone are very 
small, indeed there is really little interest 
in finding primary ovarian Bilharziasis in 
view of the fact that ova are also prob- 
ably present in other tissues. 
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2. The Fallopian tube. 


The literature on tubal Bilharziasis is 
small. A case has recently been described 
from Johannesburg in which the distal 
part of the Fallopian tube was greatly 
thickened and the mesosalpinx was filled 
with hard masses of fibrous tissue. On 
section the Fallopian tube and adjacent 
broad ligament were found to contain 
numerous ova. In this case the tubal 
changes had caused the arrest of a fer- 
tilized ovum. The subject of tubal preg- 
nancy in association with Bilharziasis is 
discussed below. 

In 1941 Gelfand drew attention to two 


cases in an article dealing with the clinical | 


features of Bilharzia Salpingitis. An out- 
line of his cases is given below: 


CASE I. 


The patient was a married European, aged 21, 
who originally consulted her doctor because of 
lower abdominal pain and amenorrhoea. She was 
found to be pregnant. She had a normal labour 
and was well for the next two years, when she com- 
plained of sub-umbilical pain and _ backache. 
Neither leucorrhoea nor menstrual abnormalities 
were present. The patient, however, suffered from 
dyspareunia. Vaginal examination revealed the 
presence of a right tubo-ovarian mass. At opera- 
tion a diseased Fallopian tube was found on the 
right side. The left Fallopian tube presented a few 
tubercles in its serous coat but otherwise appeared 
normal. To the naked eye the ovaries and uterus 
appeared to be normal. Histological examination 
of the Fallopian tube proved the diagnosis of 
Bilharziasis. A course of antimony was prescribed. 
About 2 years later the patient again became preg- 
nant. The special interest of this is that although 
tubercles were found in the left Fallopian tube at 
operation the infection was not sufficiently severe to 
prevent the normal passage of the fertilized ovum; 
the course of antimony may have had something 
to do with this. 


In connexion with this case record it 
is to be noted that no mention is made 
of the specific type of schistosomal infec- 
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tion of the Fallopian tubes, and as there 
is no mention of the result of urinary 
examination it is not clear whether this 
case is to be regarded as one of infection 
by S. haematobium or S. Mansoni. 


CASE 2. 


The patient was an unmarried native, aged about 
Ig years. She was admitted to hospital complain- 
ing of severe lower abdominal pains of a few days 
duration. The temperature on admission was. 
to1°F. and the pulse-rate 96. So far as could be 
ascertained she did not suffer from any menstrual 
irregularity, nor from leucorrhoea. On opening 
the abdomen the right Fallopian tube and ovary 
were found to be the seat of Bilharzial disease; 
the left Fallopian tube was apparently normal. The 
diagnosis of Bilharziasis was confirmed by histo- 
logical study. 


So far as this case is concerned no 
mention is made of the specific type of 
Bilharzial disease affecting the tube. 

The cases which the writer has ob- 
served have always been found accom- 
panied by considerable involvement of 
the broad ligament. The following are 
examples of Bilharziasis of the Fallopian 
tubes occurring in native women. In 
many cases it is difficult to obtain a satis- 
factory history as few native females 
speak English and none of them know 
their age. 


CASE I. 


No. 4066. Adult female; age estimated at about 
25 years. This patient had been married about 
5 years; she had never been pregnant. The chief 
complaints were low lumbar and sacral backache, 
which had been present for about 3 years, and 
hypogastric pain which had started a few days 
before admission. The temperature was ror°F. and 
the pulse-rate was 110. The patient was not aware 
that she had ever suffered from Bilharziasis; the 
condition is well known to the local native under 
the name of ‘‘ chifungwa.’’ Menstrual abnormality 
had not been noted, the duration of the menses: 
being about 5 days and they recurred at intervals. 
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of about a month. There was not any urinary 
disturbance. 


On examination the patient was found to be thin 
but not anaemic. A mass could be felt on deep 
palpation above the symphysis pubis: vaginal 
examination revealed the presence of a mass, which 
was fairly hard, in the pouch of Douglas. 


On opening the abdomen bilateral tubo-ovarian 
masses were exposed, they completely obliterated 
the pouch of Douglas. Numerous loops of small 
bowel were adherent to the summit of these 
masses; they were freed by gauze and digital 
dissection, when it was possible to see that the mass 
on the left was larger than the mass on the right. 
The enlarged ovary of each side was hidden below 
the corresponding Fallopian tube and covered by 
masses of fine adhesions connecting these structures 
to the rectum and lateral wall of the pelvis. The 
broad ligament and mesosalpinx of each side were 
very thick and peculiarly resilient. The masses were 
dissected, free with gauze, the fingers and the scis- 
sors; during this manoeuvre several cystic spaces 
containing brownish fluid were inadvertently 
opened. Some of these appeared to be chronically 
inflamed massive follicles while others appeared 
to be false spaces derived from peritoneal adhesions. 
The diseased tissues were removed but a small piece 
of the right ovary which appeared to be reasonably 
normal was conserved. Separation of the left mass 
exposed an oozing area of pelvic wall which was 
devoid of peritoneum; the lower part of the pos- 
terior surface of the uterus was in a-similar con- 
dition. In performing this removal one was par- 
ticularly impressed by the gross thickening of the 
broad ligaments. A gauze and rubber tube drain 
were inserted in the usual way and the abdomen 
was closed. The patient made an uninterrupted 
recovery. 


’ The pathologist’s report on the specimen was as 
follows : 


Morbid anatomy. Both Fallopian tubes are 
greatly enlarged and thickened, one to many times 
its normal dimensions. On cross section the increase 
in size is seen to be due to fibrosis of all layers. 
Conglomerate tubercles are not present. One ovary 
is much increased in size and the seat of several 
cysts. The other ovary contains a large cyst of 
follicular origin and is the seat of chronic inflam- 
mation. 
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On digestion the ova of S. haematobium was 
found. 

Histology. There is well-marked chronic inflam- 
mation in both Fallopian, tubes and ovaries, 
eosinophils are abundant. While no typical Bil- 
harzial tubercles are seen there is no doubt as. to 
the cause, in view of finding the ova of S. haema- 
tobium on digestion. 

Diagnosis. Chronic Bilharzial- salpingo-oophor- 
itis. 

The digestion of the tissues mentioned above is 
carried out with Io per cent caustic potash. 

The urine examined on one occasion did not 
reveal the presence of any ova; this, however, is 
not sufficient evidence to exclude urinary Bilhar- 
ziasis. 


CASE 2. 


No. 412. Adult native female; age estimated at 
about 35 years. This patient complained of low 
abdominal pain which had been present for some 
months. It was impossible to elicit any medical 
history concerning the nature of the menses or of 
Bilharzial infection. The lower abdomen was 
peculiarly ‘‘ boggy ’’ to the touch; a definite mass 
could not be palpated. Bimanual examination 
revealed the presence of a fairly hard mass lying 
to the left of the uterus and displacing this organ 
to the right. 

The abdomen was explored through a midline 
sub-umbilical incision. Difficulty was encountered 
in finding the peritoneal cavity because of adhesive 
bands between loops of intestines, the abdo- 
minal wall and the genital organs. The univer- 
sality of adhesions was one of the most striking 
features of this case. 

The adhesions and loops of bowel were dissected 
free and it was then possible to remove a ragged 
tubo-ovarian mass about the size of an orange. In 
applying the forceps to the structures containing 
the blood-vessels supplying the mass, the infundi- 
bulo-pelvic ligament was found to be so voluminous 
that only the largest Kocher’s forceps could ‘be 
applied to it directly. The abdomen was closed 
without drainage. The convalescence was unevent- 
ful. 

Pathologist’s report. 

An irregular tubo-ovarian mass, thick and hard 
to the touch. Conglomerate tubercles are not to 
be seen. A cyst is present inside the ovary. 
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Histology. The cyst is derived from a Graafian 
follicle. Bilharzial tubercles are not present in the 
ovary, but chronic inflammatory reaction is exten- 
sive. The Fallopian tube shows abundant tissue 
eosinophils and chronic fibrosis. 

On digestion numerous ova of S. haematobium 
were found. 

Diagnosis. Chronic Bilharzial salpingo-oophoritis. 

Examination of the urine showed the presence 
of the ova of S. haematobium. The stools were 
examined twice: ova were not found. 


Six cases of a nature similar to those 
recorded above have been encountered 
during the course of the last year, the 
most noticeable features being the presence 
of dense and massive adhesions, the 
involvement of both the Fallopian tube 
and ovary of one or both sides, the 
extreme thickening of the broad ligament, 
the meso-salpinx and infundibulo-pelvic 
ligaments and the rarity of naked-eye 
changes in the uterus itself. The thicken- 
ing and hardness of the tissues are such 
as are never encountered in any inflam- 
matory condition of the pelvis found in 
temperate climates. 

The nature of schistosomal disease of 
the Fallopian tubes would lead one to 
suspect that it is a fairly common cause 
of arrest of a fertilized ovum in the 
Fallopian tube. This, in fact, is true. 
In the Johannesburg case mentioned 
above the changes in the Fallopian tube, 
as a result of the presence of eggs, were 
sufficient to cause the arrest of the fer- 
tilized ovum. The following case was 
recently operated upon by the writer: 


The patient was a well-educated native woman of 
30 years, who stated that 6 years previously she had 
taken a course of antimony injections for urinary 
Bilharziasis. Tests of cure had not, however, been 
carried out. This patient arrived at the hospital 
and stated that she knew she had an ectopic 
pregnancy in her right Fallopian tube. On being 
asked how she knew this she divulged that 4 years 
previously she had had similar pain on her left side 
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and the surgeon had removed her left Fallopian 
tube which contained an embryo. The patient’s 
last period occurred about 6 weeks before the onset 
of pain in the right iliac fossa. Bleeding was not 
taking place from the uterus. The usual examina- 
tions were performed and a very tender mass could 
be palpated in the right Fallopian tube. At opera- 
tion the diagnosis of right tubal pregnancy was 
confirmed and the Fallopian tube was removed. 
It was noted that the left Fallopian tube had been 
removed at the previous operation. Other evidence 
of ‘local Bilharziasis could not be seen. The speci- 


‘men was sent for pathological investigation. On 


examination of several sections no definite evidence 
of Bilharzial infection was seen, but digestion of 
the Fallopian tube revealed the presence of the 
ova of S. haematobium. 


This case is, therefore, one of ectopic 
tubal pregnancy due to schistosomal sal- 
pingitis and it is highly likely that the 
previous ectopic pregnancy in this patient 
was of the same origin. One also learns 
that the ordinary histological section of 
such specimens is not particularly help- 
ful in establishing the diagnosis. The ova 
are often so few.in number that the 
chances of finding them in the section are 
very small. Digestion of the tissue with 
caustic potash is an essential part of the 
pathological examination. 

Tubal pregnancy associated with tubal 
schistosomiasis also occurs in the Euro- 
pean. The following details have been 
provided by Mr. R. M. Honey, F.R.C.S., 
in whose practice the case occurred. 


The patient came to Rhodesia in 1937 at the 
age of 23 years. In the same year she went on a 
camping trip throughout which she used water 
from streams for all purposes. The waters in the 
district in which the holiday was spent are known 
to be infected with pathogenic cercariae. She 
married in 1938. At the end of 1939 she consulted 
her medical adviser as conception had not taken 
place. Examination revealed that the right Fallo- 
pian tube was obstructed. , 

The menses had always been within normal 
limits, the loss lasting 5 to 6 days. The patient 
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had always suffered from dysmenorrhoea which was 
limited to the first and second days of the loss. 
After leaving hospital the characteristics of the 
menstrual cycle remained the same, but the patient 
noticed that the first-day pains were becoming more 
severe. During this time the general health was 
good and her only complaint was that there was 
no sign of a family. The dysmenorrhoea gradually 
became worse, most of the pain being localized to 
the right iliac fossa. In August 1940, the patient 
began to lose weight and to feel very listless, and 
minor efforts such as coughing or sneezing caused 
pain. The pain became worse and it was present 
continually in the interval between the menses. 


The menstrual period which should have taken 
place at the end of September was missed. On 
October 13th there was a loss of blood per vaginam, 
and several large pieces of tissue were passed. On 
October 25th, as the loss had not ceased, she con- 
sulted her doctor and was admitted to hospital. 
She was discharged after 5 days. During the next 
3 weeks there was a slight loss of blood, after which 
it ceased. 


On December 15th the patient experienced a 
sudden violent attack of pain in the right iliac 
fossa; this was accompanied by vomiting and severe 
headache. The abdomen was opened by Mr. Honey, 
who discovered a right tubal pregnancy. The usual 
operation was performed; the convalescence was 
uneventful. The specimen was examined patho- 
logically when the ova of S. haematobium were 
discovered. Aftér recovery the patient was given 
a course of antimony injections since when her 
health has been satisfactory. 


This European case demonstrates cer- 
tain clinical points very clearly, they are: 
(1) The patients rarely recognize that 
they have been infected. (2) Dysmenor- 
rhoea tends to be of increasing severity, 
and the pain of tubal disease eventually 
becomes continuous during the menstrual 
interval. (3) Sterility. (4) The lack of 
upset of the menstrual loss and cycle. 
(5) The occurence of ectopic pregnancy. 
(6) The general malaise which accom- 
panies the established disease. All these 
points are mentioned more fully in the 
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section concerned with the clinical aspects 


of Bilharziasis in the female. 


3. The uterus. 


In this country not any cases of Bilhar- 
ziasis of the endometrium have been des- 
cribed in spite of the examination of 
numerous curettings and other specimens. 
The uterus as a whole is not commonly 
affected by the disease, but myometrial 
and endometrial schistosomiasis may be 
expected to be more readily detected 
when specimens are subjected to macera- 
tion and digestion with caustic potash. 
It has already been pointed out that the 
chances of finding an ovum in the tissues 
are very small in all except the most 
grossly affected tissues and it follows 
that when Bilharzial endometritis is sus- 
pected the best pathological examination 
to carry out is digestion of the specimen 
and not the preparation of a section in 
the usual way. 

Bilharzial ova have been found in at 
least one specimen of myometrium sub- 
jected to digestion. The morbid anato- 
mical changes of severe Bilharziasis of the 
myometrium do not appear to have been 
described. 

Fibroids. In the presence of severe 
schistosomiasis one might expect to find 
eggs in the substance of fibroids. In this 
laboratory eggs have never been seen in 
histological sections of fibroids, but they 
have been obtained from macerated fibroid 
tissue. 

Endometrium. Eggs have been dis- 
covered in the endometrium on at least 
three occasions, two of which were des- 
cribed by te Groen. 


4. The cervix. 


Bilharzial disease of the cervix has 
been described on several occasions, but 
to date no such cases have been placed 
on written record in this country. Bil- 


330 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


harzial ulcers and polypi have been 
recorded elsewhere as involving the 
vaginal part of the cervix and as high up 
‘the canal as the internal os. In the cases 
which have been’ described there would 
appear to be an accompanying Bilhar- 
ziasis of the vaginal fornices and it may 
be that the disease reaches the cervix 
from the vaginal plexus of veins. Some 
authors have drawn attention to the 
similarity between Bilharzial disease of 
‘the cervix and carcinoma so far as their 
clinical appearance is concerned. There 
does not seem to be any literature on the 
possible association between cervical 
Bilharziasis and cervical carcinoma. 
Madden has described the occurrence 
of small cervical fibroadenomatous 
tumours which contain multiple ova. 


5. The vagina. 


Schistosomiasis of the vagina is not 
uncommon. It may be a ‘primary’ 
infection or spread from the base of an 
infected bladder or urethra. The fornices 
seem to be more commonly affected than 
does the lower part of the vagina and it 
seems probable that this is due in some 
measure at least to its anatomical relation 
to the inferior vesical plexus of veins. 
Cervical Bilharziasis may arise in a simi- 
lar way., 

So far as the local pathological changes 
are concerned the sclerotic form is des- 
cribed by some as the common clinical 
variety. This may be due to the fact 
that the early lesions are rarely seen 
because native patients do not readily 
submit to examination unless it is quite 
clear to them that they are suffering from 
some grave malady. Nevertheless the 
sandy appearance which is so commonly 
seen in the bladder has been observed on 
several occasions in the vaginal wall. 
Some authors have described the presence 
in Bilharziasis of numerous papillae aris- 


ing in the vaginal epithelium, and other 
observers have recorded the presence of 
Bilharzial ulcers. When the latter occur 
on the anterior wall they are generally 
connected with vesical or urethral Bilhar- 
ziasis. Sinuses and fistulous tracks con- 
necting the vagina with the bladder or 
urethra or both may be present. Girges 
has observed ulceration, infiltration, ru- 
gosities and papillomata in the vagina. 


6. The vulva. 


Bilharzial disease of the vulva gener- 
ally exists in the form of papillomatous 
masses which closely resemble the 
confluent type of condylomata lata of 
syphilis. Ulceration is present in some 
cases. It tends particularly to affect the 
vestibule, the hymen and, in some cases, 
the clitoris. The clitoris may cease to 
exist as the result of an extensive ulcera- 
tive process of this kind; in a similar 
manner the external urinary meatus may 
be destroyed. Papillomata from the base 
of the bladder have been known to 
protrude through the external meatus. 

When the ulceration is accompanied by 
condyloma-like masses it is easy to mis- 
take the condition for epithelioma of the 
vulva, indeed in some cases the two 
conditions co-exist. 

In the cases which the writer has seen 
the papillomatous Bilharzial condition 
was found to spread as far laterally as 
the genito-crural folds, as far backwards 
as the anus and surrounding the anus and 
as far forwards as the highest point of 
the symphysis pubis. The diagnosis in the 
native is further complicated by the fact 
that so many of them have a positive 
Wassermann reaction, but the diagnosis 
is clear when plentiful ova are found in 
a scraping or on section or maceration of 
a piece of tissue removed at biopsy. 
Positive results are most likely to be 
obtained by the digestion method already 


SCHISTOSOMIASIS OF THE FEMALE GENITAL TRACT 


mentioned, indeed it is the method of 
choice. 
Case RECORD OF VULVAL BILHARZIASIS. 

The patient was a young native female (No. 3111) 
whose age was estimated as 8 years. She was 
brought to hospital by the mother, who complained 
that a mass of increasing size was present on the 
left side of the vulva. It had been noticed as a 
small nodule about 9 months before admission. 
On inspection a flat elevated irregular area was seen 
on the posterior half of the left labium majus and 
there were two elevated condyloma-like masses, 
each about the size of a small pea, on the anterior 
portion of the same labium. The affected areas 
were excised and sent to the pathologist and the 
tissues exposed by the excision were treated by the 
actual cautery. 

Pathologist’s report. 

Morbid anatomy. The dermal layer is greatly 
thickened and the underlying tissue is cellular in 
character. Minute points of calcification are noted. 
The macroscopic features are consistent with the 
diagnosis of condyloma. 

Histology. The main feature of the calitistiaim 
is the warty or condylomatous nature of the growth. 
There are one or two areas indicating early cell nest 
formation. In addition the deeper layers show a 
well-marked Bilharzial inflammatory reaction 
associated with Bilharzial eggs and tubercles. 

Diagnosis. Bilharzial condyloma of the vulva. 

. In this patient the Wassermann reaction of the 
blood was negative. Gonococci were not present in 
a smear but the ova of S. haematobium were 
plentiful in the stool. Only one specimen of urine 
was examined; ova were not found in it. 


The child was given a course of antimony treat-' 


ment. 


. It will be readily understood that con- 
ditions such as this, arising in young 
children, often progress until the whole 
vulva and surrounding tissues are af- 
fected. On the whole natives pay little 
attention to deviations from the normal, 
and it is not until the condition is ad- 
vanced that they seek treatment. It may 
be taken that cases of extensive Bilharzial 
vulvitis have been present for many 
years. With the passage of time the ova 
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disappear or become so reduced in 
numbers as a result of the process of 
extrusion that they may be very difficult 
to find on routine histological examina- 
tion. In the case of the young native girl 
recorded above Bilharzial ova were 
numerous. It follows that in old lesions 
the best procedure is to digest the tissue 
when the chance of finding eggs is much 
greater. 


7. The perineum. 


The perineum may be the seat of Bil- 
harziasis. When seen it is generally in 
an advanced state of ulceration and 
numerous sinuses may be present. 
Although perineal Bilharziasis may be 
associated with a similar infection of the 
anal canal, vagina or urethra, it some- 
times occurs in the absence of any clini- 
cal signs of involvement of these organs. 
In such cases it is generally believed that 
it arises from the deposit of ova in the 
subcutaneous tissues. The chronic inflam- 
matory areas gradually increase in size, 
finally breaking through the skin. They 
become secondarily infected very readily 
and ulcers and sinuses discharging offen- 
sive pus are produced. The curettings 
obtained from such tracks: yield plentiful 
ova. In these cases there is generally 
extensive formation of extremely hard 
fibrous tissue. 


8. The broad ligaments. 


It will have been appreciated from the 
description of Bilharziasis of the Fallo- 
pian tubes and ovaries that the broad 
ligament is a common site of the disease. 
The connective tissue elements between 
the two leaves of the broad ligaments are 
in direct continuity with the connective 
tissue planes and loose cellular tissue 
about the rectum and in relation to the 
bladder. The vessels of these structures 
pass through the connective tissue in 
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order to reach the viscera which they 
supply. One would therefore expect to 
find the earliest pathological changes in 
the connective tissue rather than in the 
viscera themselves. This is indeed ex- 
actly what takes place and it is the true 
underlying cause of most of the morbid 
manifestations of the disease. The broad 
ligament at its base is in close relation 
to the inferior vesical plexus of veins and 
through its upper and outer edges, the 
infundibulo-pelvic ligament, the ovarian 
vessels gain entry and exit. In the cases 
of genital Bilharziasis which the writer 
has observed, these structures were greatly 
enlarged and in more advanced cases 
they have been the seat of such fibrosis 
that the tissues cut with difficulty and 
produce a peculiar gritty sound as they 
are cut by the knife. 

Now the organism which affects the 
urinary tract is S. haematobium and it 
follows that one might expect it to be the 
organism of cervical and vaginal schisto- 
somiasis and perhaps even of the higher 
parts of the genital tract. From our 
knowledge of the venous system of this 
part of the body it is clear that the adult 
worms traverse the iliac veins and are to 
be found in these and in the inferior vena 
cava. The ovarian veins normally form 
a plexus between the layers of the broad 
ligament near the ovary and Fallopian 
tube and communicate with the uterine 
plexus. Two veins issue from the plexus 
and ascend in front of the external iliac 
artery, one lying on each side of the 
ovarian artery. The veins generally unite 
to form a single vessel which opens on the 
right side into the inferior vena cava and 
on the left side into the left renal vein. 
Presumably the adult worms are to be found 
in these structures as high as the renal 
veins. One might reasonably assume that 
when Bilharziasis of the genital tract is 
present there is also urinary Bilharziasis 
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affecting urinary structures from the kid- 
neys downwards. The valves in these veins 
would not appear to be efficient barriers 
against the passage of adult worms or 
ova. 

In all the cases of genital Bilharziasis 
which the writer has observed the 
organism has proved to be S. haemato- 
bium. 

From the surgical point of view it will 
be appreciated that Bilharzial inflam- 
matory tissue renders pelvic surgery very 
difficult. Great difficulty is experienced 
in separating the various organs and 
much skill and patience is necessary for 
the successful completion of operations 
undertaken for the relief of symptoms due 
to genital Bilharziasis. 

The peculiarities of the disease as it is 
encountered in the genital tract rest 
primarily in the colossal fibrosis which is 
present and the absence of material re- 
sembling the caseous matter of tubercu- 
losis. 

In the cases of genital schistomiasis 
which have been observed and _ investi- 
gated pathologically, S. Mansoni has not 
been found on one occasion. In Gelfand’s 
case of tubal disease no mention was made 
of the nature of the ova found in the Fallo- 
pian tube and the fact that S. Mansoni 
were found in the stools means nothing 


. as the two diseases frequently co-exist. 


Girges mentions that the broad liga- 
ments sometimes contain fibrous masses 
3 or 4 cm. in diameter; they may be 
adherent to the ovaries. 


THE CLINICAL ASPECT OF GENITAL 
BILHARZIASIS. 


Although in this paper it has not been 
possible to collect material relating to the 
effects of Bilharziasis on all aspects of 
gynaecology it is, however, possible to 


I 
i 
( 
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record the common symptoms. which may 
be associated with its presence. 


Puberty and the menopause. 


It will be clear to the reader that Bil- 
harzial infection generally takes place 
early in life and for this reason it is 
important to determine the effect of the 
disease on the onset of puberty. Some 
writers have stated that the menses start 
late in infected girls. Girges states that 
menstruation may be delayed up to as 
late as 22 years. In others in whom the 
periods may have been established at or 
about the normal age, intervals of amenor- 
rhoea amounting to 3, 4, 6 or more months 
may occur. These phenomena would 
suggest the early involvement of the ovary. 
With regard to the other end of repro- 
ductive life the menopause is said to set in 
early, even as early as 30 years of age. 
While this has not been my experience 
since most of the patients who have been 
under my care have had menses within the 
limits of normality it is nevertheless true 
to say that in many of the cases examined 
on the operating table the ovaries have 
been so extensively involved that it is 
reasonable to assume that if they had been 
left in situ they would have lost their func- 
tion in due course. In view of the severity 
of the local change it is surprising that the 
menses have been so normal; one would 
rather have suspected that a condition 
resembling ‘metropathia haemorrhagica ’ 
would have arisen as a result of persistent 
enlarged follicles. Further observations 
may prove that excessive and prolonged 
losses of the ‘metropathic ’ type are more 
common than we have reason to believe at 
present. It would appear that in those 
cases in which puberty is delayed or the 
menopause extraordinarily early there 
must be considerable ovarian involvement, 
but the literature reveals a lack of direct 
observation in such cases. 
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SCHISTOSOMIASIS OF THE FEMALE GENITAL TRACT 


Menstrual loss. 

Girges indicates that the menstrual loss 
may be scanty and its duration shorter than 
normal. This has not been found to be true 
of cases seen in this part’of Africa. The 
explanation of scanty loss and short dura- 
tion is not easy. It is, however, possible 
to associate it with extreme local fibrosis 
and vascular change resulting in the pro- 
duction of small quantities of the ovarian 
hormone or, in those cases in which the 
production of ovarian hormones is normal, 
the vascular change prevents them entering 
the blood stream in normal amounts. 


Dysmenorrhoea. 

Dysmenorrhoea is a relatively common 
symptom, but it is not as constant a feature 
as one would imagine. It is generally an 
indication of severe involvement of the 
Fallopian tubes and broad ligaments. 


Dyspareunia. 

Dyspareunia is generally complained of 
in the presence of tubal, ovarian and broad 
ligament Bilharziasis. 


Leucorrhoea. 

Leucorrhoea from many causes is com- 
mon among the native and it is, therefore, 
not easy to determine its significance in 
genital Bilharziasis. In cases of tubal schis- 
tosomiasis in the young unmarried female, 
leucorrhoea is rare, in fact Gelfand has 
suggested that the absence of leucorrhoea 
in a woman with a pelvic inflammatory 
mass is highly suggestive of Bilharzial 
disease. 


Pain. 

Pain is a common symptom in advanced 
Bilharziasis, but not so common in the 
earlier stages of the disease. The pain is 
usually suprapubic in distribution and is 
frequently accompanied by low backache. 
In some cases colicky pain is complained 
of. Sometimes the pain is of sudden onset 
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and is localized to the right or left iliac fossa 
when the possibility of ectopic pregnancy 
should be borne in mind. In addition to 
these common sites of pain mention should 
be made of pain associated with vesical 
activity. 


Micturition. 


‘Frequency of micturition is common. 
Haematuria may be present. It may be 
possible to detect ova in the urine. In some 
cases a vesico-vaginal fistula may be 
present. 


Sterility. 

Sterility may result from mild tubal Bil- 
harziasis as well as from severe tubal 
infection. In those cases in which tubal 
occlusion is not complete ectopic tubal preg- 
nancy is likely to arise with its usual group 
of symptoms. 


General symptoms. 


Most patients with schistosomiasis suffer 
from general malaise, anorexia, dyspepsia 
and other vague symptoms. In those who 
have been infected young there may be 
abnormalities of development and retarded 
growth. 

If normal intra-uterine pregnancy should 
occur it is reliably reported that the foetus 
often dies in utero. This is of considerable 
interest when considered in conjunction 
with the possibility of congenital infection 
which has been mentioned above. 

In addition to the symptoms which have 
been outlined those cases of infection of the 
lower genital tract may present local sore- 
ness and pruritus, resulting from the pas- 
sage of infected fluids from sinuses and 
fistulae over the perineal and vulval areas. 


GENERAL MORBID ANATOMY. 


The general pathological features of 
genital Bilharziasis will have been appre- 


ciated from. the foregoing sections of this 
paper and little more need be said on this 
subject except to correlate some of the find- 
ings. 

The ovary is not a common site of pri- 
mary Bilharziasis, rather is it secondarily 
involved by tubal and broad ligament 
disease which may result in it becoming 
enclosed in a dense mass of adhesions. This 
is probably the reason why in. so many 
cases of upper genital Bilharziasis the men- 
ses remain within normal limits. In some 
cases the ovary may contain hard fibrotic 
masses which are occasionally so large as 
to replace the ovary. 

The general appearance of tubal Bilhar- 
ziasis varies considerably. In some cases 


‘the Fallopian tubes are generally but 


slightly enlarged and thickened and may 
present on the peritoneal surfaces a few 
small tubercles such as those commonly 
seen on the appendix in appendicular 
Bilharziasis. It is in those cases in which 
the Fallopian tubes show slight thickening 
that ectopic implantation of the fertilized 
ovum is likely to be found. In the more 
advanced cases and, incidentally the 
common type of case, the Fallopian tubes 
become so thick that they may be an inch 
or more in diameter. The mesosalpinx is 
similarly thickened. The ovary is generally 
involved and the whole forms a large hard 
mass which is increased in size by intestinal 
and omental adhesions. 


Myometrial and endometrial Bilharziasis, 


arerare. An insufficient number of authen- 
tic cases has been described to make a 
description of the naked eye features of any 
value. 

In the broad ligament extreme thicken- 
ing and fibrosis are the characteristic 
features. Occasionally fairly well circum- 
scribed masses containing ova may be 
found. 

The cervix, vagina and vulva present all 
the features of Bilharziasis which have been 


fi 


described in other organs, that is, ulcera- 
tion, haemorrhage, fibrosis and papilloma 
formation. Vesico-vaginal fistulae are 
relatively common. 


OUTLINE OF THE TREATMENT. 


Most cases of genital Bilharziasis in the 
female call for surgical treatment of some 
variety. The Fallopian tubes and ovaries 
may need to be removed and in some cases 
of diffuse pelvic Bilharziasis the uterus 
may also have to be removed. Papillo- 
mata may be removed from the cervix, 
vagina or vulva and when the vulva is the 
seat of severe widespread disease a vulvec- 
tomy may be called for. Operative treat- 
ment of vesico-vaginal fistula in the pres- 
ence of Bilharziasis always results in failure 
and in cases of this kind it may be necessary 
to resort to transplantation of the ureters. 

In all cases the urinary tract should be 
submitted to a thorough examination in- 
cluding cystoscopy and ureteric catheteriza- 
tion is often necessary. 

The disease is treated with a preparation 
of antimony, preferably administered by 
the intravenous route. The initial dose for 
adults is } grain, and the dose is gradually 
increased to a maximum of 2 to 2} grains. 
Injections are usually given on alternate 
days until a total amount of 25 to 30 grains 
have been given. It should be remembered 
that although the worms and the ova may 
be killed by antimony, symptoms may 
continue to exist and even become worse 
owing to the massive fibrosis which no 
amount of treatment with antimony will 
remove. 


SUMMARY. 


An account is given of the history of 
Bilharziasis, the various types of schisto- 
some which infest the human host and the 
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types of lesion which these parasites pro- 
duce in human tissues. 

The lesions of the urinary tract are des- 
cribed in so far as they affect or have any 
bearing on the genital tract. 

The nature of Bilharzial disease of the 
female genital tract is dealt with organ by 
organ. In the cases seen by the writer the 
parasite has always been S. haematobium 
and nothing has been observed to date 
which indicates that B. Mansoni may be 
found in this region. 

The most important clinical features are 
discussed and a brief outline of the treat- 
ment is given. 

In the pathological investigation of 
specimens the importance of digestion of 
the tissue is stressed. It is considered to be 
more accurate than the ordinary histo- 
logical procedure of section. In the case of 
Bilharzial lesions of considerable standing 
the ova frequently disappears leaving mas- 
ses of chronic inflammatory tissue which 
give little evidence of the underlying cause. 
It is therefore contended that, digestion of 
the tissues removed at operation is an essen- 
tial part of the investigation. 

S. haematobium is the organism which 
causes genital Bilharziasis in the female. 
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Premature Rupture of Membranes: Effect On Labour At 
or Near Term 
A REVIEW OF 320 CASES AND RESULTS. 


BY 


DonaLp S. GrEIG, M.D. (St. And.), M.R.C.O.G. 
Medical Officer, Dilston Hall Maternity Hospital, Corbridge, 


THIS paper discusses 320 cases of prema- 
ture rupture of membranes occurring in a 
consecutive series of 2149 deliveries con- 
ducted at a wartime emergency maternity 
hospital in the years 1940-to 1942. The 
requisite data have been kept from the 
beginning of our work here, with this end 
in view, by means of special labour records. 
The keeping of these records and a steady 
policy of evaluating clinical findings has 
been greatly facilitated by the expert ser- 
vices of our senior nursing staff, who have 
remained unchanged during the 3 years of 
this study. 


Chemical tests to confirm leakage of. 


liquor amnii were not made and the findings 
depend on clinical observations and on 
vaginal examinations made at the earliest 
useful opportunity. A small number of 
doubtful cases has been eliminated. 


THE MATERIAL. 


- A few observations on the nature of the 
material should be made. This hospital, 
opened in November 1939, has_ not 
functioned purely as a home for evacuee 
or refugee mothers where one might 
expect a normal sample of the Tyne- 
side community maternity work. For 
months there was no demand, or need, for 
our services and the hospital remained 
almost empty. It became necessary to 
attract abnormal midwifery and to offer 


Northumberland. 
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asylum to unusual and difficult cases from 
Tyneside and Northumbria outside the 
strict evacuation area, offering particu- 
larly our services to doctors and clinics 
who had pregnancy toxaemia cases on 
their hands in these areas. From the 
second half of 1940 the hospital has worked 
almost to capacity, and in 1942 the patients 
accepted have tended much more to be 
““normals,’’ seeking their confinements in 
the peace of the countryside well away 
from the target areas of Tyneside. The 
1942 cases, though much more of a normal 
series, consist mainly of primigravid 
women in the proportion of 61.4 per cent. 
This hospital also admits patients requiring 
special supervision and Caesarean section 
from Stagshaw House Maternity Home, in 
which some 600 confinements have been 
conducted in the war period. These selected 
admissions have raised the major operative 
obstetric rate somewhat above the usual 
maternity home standards. The material, 
then, is something between that of a mater- 
nity home, and that of a maternity hospital 
with a very high primigravid rate. 


DEFINITION. 


Premature rupture of membranes is 
defined as having taken place when the 
rupture of the membranes precedes labour 
pains, recognized and acknowledged by 
the patient. 
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In approximately a quarter of the cases 
the patient was awakened in bed at night 
by a flooding of liquor amnii and recognized 
within the hour that she was in labour. 
Such cases are included in my definition of 
premature rupture of membranes. 
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TaBLeE I. 


GENERAL RESULTS. 
King,’ in his key-paper on this subject, 
tabulates 34 series of cases of premature 


Author 


Year 


No. of 
cases 


Length of 
labour 


Inter- 


vention 


Mor- 


bidity 


Foetal 
danger 


N 


Nn N 
WwW N 


ww 


SS 


NK DN WN 
SRS SSI 


w 


Dorman and Lyon 
Polak, J. O. np 
Brodhead, G. L. ... 
Randall, L. M. ... 
Schulze 

Norris 

La Haye 

Kreis 
Fitzgibbon, G. 


Gutmacher and Douglas 


Slemmons, 
Mason, L. W. 
Morton, D. G. 


van Rooy, A. H. M. J.... 


Jackson 

King 
King, E. L. 
Woods 

Stern, S. M. 
Holmes, O. M. 
Rucker, M. P. ... 
Krahulick, E. J. ... 
Williams 

King 
Spademan, L.C. ... 
Ballard, M. B. ... 
Plass and Seibert 
Essen-Mueller 
Mathieu and Holman 
Sunde 

Wichman 
Tennent, R. A. ... 
Wetterdal ... 
Hauch, E. 

Morton et al. 


Greig, D. S. 


1921 
1923 
1924 
1925 
1929 
1930 
1930 
1931 
1931 
1931 
1932 
1933 
1933 
1933 
1934 
1934 
1934 
1934 
1934 
1934 
1935 
1935 
1935 
1936 
1936 
1936 
1936 
1936 
1937 
1937 
1937 
1938 
1938 
1938 
1942 


270 Shorter 


182 Shorter 
88 Same 
604 Shorter 
196 Shorter 


1274 Shorter 
1250 Shorter 
220 Shorter 
761 Shorter 
132 Shorter 
166 Shorter 
150 Shorter 


500 Shorter 
300 Shorter 
— Shorter 
750 Same 
85 Shorter 
go Shorter 


716 Shorter 
205 Shorter 
100 Shorter 


597. _—«Shorter_ 
— Shorter 
425 Shorter 
681 Shorter 
1000 Shorter 
750 Shorter 
1280 Shorter 
360 Shorter 
357 Shorter 


1022 Shorter 
220 Shortér 
1000 Shorter, 
if near term 

310 Same 


More 


Same 


More 


Same 


More 
More 
Less 
Same 
Less 
Less 
Same 
Less 
Same 
Less 


Less 


More 
Less 
Same 
Less 
Same 
Less 
Same 
Same 
More 


Same 


More 
More 
Same 


More 


Same 


Precipitate labours or labour lasting less 
than one hour have been excluded. 


| 
ul 
in 
ni 
ta 
h 
= 
More Less 
Less Same i 
: : Less Same 
4 Same 

ke More Same 

Less 

3 Same Same 

=. —— Same 

Less Same 

Same 

Same 

More Same 

Less 

Same Same 

Same 


PREMATURE RUPTURE OF MEMBRANES 


rupture of membranes studied between 
Ig2r and 1940. The results are remarkably 
unanimous that labour is shorter, while in 
general the total evidence indicates that 
intervention, morbidity and foetal loss are 
not markedly, if at ail, increased. This 
table is here printed-(Table I) to which I 
have added as numbers 35 and 36 the recent 
figures of Morton e# al.* and my own. 

It should be noted from Morton’s very 
careful analysis that if he omitted all cases 
of less than 38 weeks gestation, all his 
figures, except that of ‘‘intervention,’’ 
would appear to: show that premature 
rupture of membranes was a most favour- 
able factor. 

Table II is given to show the results of 
320 cases of premature rupture of mem- 
branes in straight contrast with the general 
hospital statistics. 
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and propose to discuss results with two 
fairly comparable series of cases—one with 
premature rupture of membranes, the other 
an orthodox series—using the remainder. 


CASES ELIMINATED. 


. Elective Caesarean section. 

. Prematurity below 36 weeks. 

. Accidental antepartum haemorrhage. 

. Placenta praevia. 

. Admitted for relief of dead foetus 
(membranes intact). 

. Surgical inductions. 

. Foetal deformities. 

. Born before arrival. 

. Precipitate labour, or labour appar- 
ently lasting less than 1 hour. 
This selection eliminates 159 cases, 

leaving for comparison : 


O CONT WN H 


TaBLe II. 
No. of Neonatal Caesarean Maternal 
cases Stillbirth deaths Morbidity section Intervention deaths 


Premature rupture 
of membranes . 
Total 


3 (1.0)* 
51 (2.4) 


320 
2149 


4 (1.3) 
49 (2.3) 


19 (6.0) Nil 
148 (6.8) 5 


5~(1.6) 
63 (2.9) 


5 (1.6) 
28 (1.3) 


* Figures in parentheses denote percentages. 


Any synopsis of results such as is given 
in Table II must, almost inevitably, show 
premature rupture of membranes in a 
favourable light since the total hospital 
figures are loaded with the whole incidence 
of abnormalities such as prematurity, 
haemorrhagic emergencies, severe toxae- 
mias requiring induction of labour, admis- 
sions for dead foetus and the like. A fairer 
comparison can be made by taking an 
unhandicapped series of labours wherein 
the infants involved are similar in term of 
gestation and uncompromised by highly 
abnormal conditions such as antepartum 
haemorrhage, surgical inductions and 
foetal deformities. Accordingly I have 


eliminated the following classes of cases 


(a) A series of 310 cases of premature 
rupture of the membranes. 

_(0) A series: of 1680 cases of orthodox 
labour. 

Both series, then, comprise all our 
labours at or over 36 weeks gestation when 
the onset was not compromised by haemor- 
rhage, previous foetal death or severe 
foetal abnormality but including all cases 
of disproportion, malpresentation and the 
usual hazards of midwifery. 


Incidence. 

The incidence of premature rupture of 
membranes may be noted in passing since 
it is a figure rarely given. In this series it 
is 18 per cent. 
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Panty. 

Of 310 cases of premature rupture of 
membranes 196 occurred in primigravidae 
and 114 in multiparae. The primigravid 
rate is therefore 63 per cent. The total hos- 
pital primigravid rate is 57 per cent. The 
incidence of premature rupture of mem- 
branes would thus seem not to be greatly 
affected by the parity. 


INFLUENCE OF TOXAEMIA. 


Of 310 cases of premature rupture of 
membranes 35 were toxaemic, an incidence 
_of 11 per cent. This compares with an all 
over toxaemia rate of 12 per cent for the 
total of 2,149 cases, and 10 per cent for 
the selected 1,690 cases. Apparently the 
influence of toxaemia on premature rup- 
ture of membranes is negligible. 


(Note—For the purposes of our records 
a case to be rated as suffering from hyper- 
tensive toxaemia must show any two of the 
following three criteria : 
(a) Blood-pressure rate over 140/90. 
(6) Albuminuria, confirmed if slight by 
catheter specimen. 
(c) Oedema (other than transient oedema 
of the feet). 


INFLUENCE OF PRESENTATION. 


In 310 cases of premature rupture of 
membranes, the presentations were : 


300 


In the total selected series of cases being 
considered, i.e., in 1,990 cases there were 
150 occipito-posterior positions, 45 breech 
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cases and 21 twin pregnancies. These 
patients suffered premature rupture of 
membranes in the following percentages : 


(a) Occipito-posterior 39 in 150 = 26 per cent 
(b) Breech cases Ir in 45 = 25 per cent 
(c) Twin pregnancies 8 in 21 = 38 per cent 


All three figures are well above the 
general percentage suffering premature 
rupture of membranes, viz. 18 per cent. 
These figures confirm both clinical impres- 
sion and orthodox teaching that the abnor- 
mal presentation is often associated with 
premature rupture of membranes, but 
oddly enough in this series are found 2 
brow, 4 face and 6 transverse presenta- 
tions—12 highly abnormal presentations— 
only rt of which sustained premature 
rupture of membranes. 

Twelve cases of prolapse of the umbilical 
cord occurred in the total series of 2,149 
cases. Not one was associated with prema- 
ture rupture of membranes. 


ONSET OF LABOUR. 
In the majority of cases labour has a 


_ recognizable clinical onset within 1 hour 


of the rupture of membranes. Ina minority 
there: is delay, usually for some hours, 
rarely for some days, and occasional 
reports of long periods are made. 

The former class of case might well be 
called initial rupture of membranes, the 
latter true premature rupture of mem- 
branes. Table III gives the proportion of 
our cases in respect of this distinction with 
further subdivision into primigravidae and 
multiparae. 

Immediate onset of labour occurred, 
therefore, almost exactly in 60 per cent of 
the two series of primigravidae and multi- 
parae. 

The delay in onset of labour in Class A, 
i.e., in primigravidae, varied from 2 hours 
to 120 hours, with an average period of 
173 hours. 
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Taste III. 
Class A = Primigravidae cases with delay in onset of labour >1 hour... ... 79 
Class B = Primigravidae cases with no delay in onset of labour... ..._... 117 
Class C = Multiparae cases with delay in onset of labour >1 hour... ..._... 48 
Class D = Multiparae cases with no delay in onset of labour... ...  ... 66 


The delay in onset of labour in Class C, 
i.e. in multiparae, varied from 1} to 73 
hours, with an average period of 17 hours. 

It would be tedious to give all the tables 
which I have worked out for the various 


sequelae and abnormalities divided into 


those classes A, B, C, and D, and the 


figures become so small as to be practically’ 
worthless, but it may fairly be noted that 


only 2 of the 5 cases of morbidity were in 
the “‘ delay in onset of labour’’ groups, 
while out of 7 cases of stillbirth and neo- 
natal death as many as 6 occurred in the 
groups with no delay in onset of labour. 
There was no significant variation in opera- 
tive and intervention rates in the two 


groups. 


DURATION OF LABOUR. 


Table IV gives the duration of labour, 
Ist and 2nd stage, and totals for all four 
classes of cases and the corresponding 
figures for primigravidae and multiparae 
in the selected series of 1,680 orthodox 
labours. 


The duration of labour in my series, then, 
is identical for primigravidae and slightly 
shorter for multiparae with premature 
rupture of membranes. The difference is 
so trivial that I have answered the “‘ Length 
of Labour’’ column in No. 36 of Table I 
as ‘‘Same.”’ 

It is noted that labour is appreciably 
shorter in patients in whom rupture of 
membranes is not attended by delay in 
onset. 

In 59 cases of premature rupture of 
membranes the patients came into labour 
at the 36th, 37th, and 38th weeks. The 
duration of labour has been worked out 
for these in Table V. 

The subtraction of this premature series 
does not markedly affect the figures given 
in Table IV and the conclusion made that 
‘“‘Length of Labour’’ is “‘Same”’ can 
stand. 


CAESAREAN SECTIONS. 


Five Caesarean sections became neces- 
sary in the course of labour in the series 
of 310 cases of premature rupture of mem- 


TABLE IV. 
ist stage 2nd stage Total 

No (hours) (hours! hours 
Class A 79 17% 14 184% | id 
Class C 48 8% 9 | Multiparae 
Orthodox Labours (1680) 
Primigravidae . 996 16 1% 17% 
Multiparae 9% 9% 


\ 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


TaBLE V. DURATION OF LABOUR AT 36TH, 37TH AND 38TH WEEKS. 
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Ist stage 2nd stage Total 
No. (hours) (hours) hours 
Clas A... 13 14 I 15 
Clase 27 16 17 


branes; a rate of 1.6 per cent. The indica- 
tions were : 
Transverse lie in a virtual primigravida... ... I 
Trial labour for cephalo-pelvic dispropor- 

tion making poor progress ... ies 
Dystocia dystrophia syndrome... ... 


Except in the case of transverse lie, the 
operations were by lower segment Caesa- 
rean section under spinal anaesthesia, the 

.membranes having been ruptured for 6, 
24, 31, 33 and 46 hours. All the patients 
made fair recoveries, one being morbid by 
Ministry of Health standards, but not 
seriously ill. Her membranes had been 
ruptured for 33 hours. All the babies were 
secured alive and did well. 

The Caesarean section-rate for the whole 
hospital series plus cases admitted from 
Stagshaw House is approximately 2.4 per 
cent. The rate for the 1,680 selected 
labours was 1.5 per cent, approximately 
the same as the figure for the premature 
rupture of membranes series. 


FORCEPS. 


Forceps extraction was employed in 19 
of the 310 cases; a rate of 6 per cent, of 
which 18 were primiparae (total 196), 
giving a primiparous forceps-rate of 9.2 per 
cent. This figure is low by any standard 
and is to be contrasted with our total hos- 
pital forceps-rate in primiparae of 9.8 per 
cent. 


OTHER INTERVENTIONS. 


Two other primiparous patients had 
cervical incisions and application of traction 


by Willet’s forceps for dystocia dystrophia 
syndrome after 73 and 35 hours labour 
respectively. Both patients made non- 
morbid recoveries and both babies were 
secured alive and did well. 

The intervention-rate in the series can be 
returned as ‘‘Same’’ in No. 36, Table I, 
King’s ‘‘ Intervention ’’ column. 


MorBIDITY. 


The general morbidity-rates have already 
been shown in Table II. It remains to 
contrast the morbidity-rates of the 310 
cases of premature rupture of membranes 
with the rate of 1,680 orthodox cases. The 
standard employed is that of the Ministry 
of Health as used for notification of puer- 
peral pyrexia. The rates are: 


Premature rupture of membranes, 
5 morbid (1.6 per cent). 
Orthodox labour, 1680 cases, 21 morbid (1.25 

per cent). 


310 cases, 


Of the 5 morbid cases in the premature 
rupture of membranes series, the: causes 
given are: 


Uterine infection, 2 (1 being by haemolytic strep- 
tococci, group A). 

Transfusion reaction, 2 (nil found on bacterio- 
logical examination). 

Breast abscess, 1. 


For the better assessment of results I 
have kept a secondary morbidity-rate in 
our hospital, using the wording of the 
Ministry of Health Regulations, but sub- 
stituting 99.4° for the figure 100.4°. The 
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various morbidity-rates using this standard 
are: 
All cases ... 2149 86 cases = 4.0 per cent 
Orthodox Labour 1680 61 cases = 3.6 per cent 
Premature rupture 
ofmembranes 310 13 cases = 4.2 per cent 
It would seem, therefore, that using both 
standards of morbidity, the premature 
rupture of membranes series is. slightly 
unfavourable, and the answer in the mor- 


bidity column of Table I must be ‘‘ More.”’ 


PROLONGED LABOUR. 


For the purposes of this study, any 
labour lasting longer than 30 hours is 
deemed prolonged. 

In the total of 2,149 cases we have had 
160 such cases. In the selected series of 
1,990 labours there have occurred 150 pro- 
longed labours, and it is these which are 
discussed here. 


Taste VI. 
INCIDENCE OF PROLONGED LABOUR. 
Orthodox labours 1680 119 cases = 7.0 per cent 
Premature rupture 


of membranes 310 31-cases = 10.0 per cent 


or, on considering primigravid labours 
only : 
Orthodox labours 
(primip.) g96 112 cases = I1.3 percent 
Premature rupture 
of membranes 
(primip.) 


196 29 cases 15.0 per cent 


It would appear that the chances of pro- 
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longed labour after premature rupture of 
membranes are sharply increased, and 
that nearly r primipara in 6 will have the 
traditional long, dry, labour; or in other 
words, that a primipara who sustains 
premature rupture of membranes, is 50 per 
cent more likely to have delayed labour 
in some form. 

Table VII shows the distribution of the 
cases of delayed labour among the Classes 


' A, B, C and D, given in Table IV. 


It would appear that delayed labour is 
more liable to occur when there is delay in 
the onset of labour after the accident of 
premature rupture of membranes. 


FOETAL RESULTs. 


Foetal results are shown for the two con- 
trasted series : 

Premature rupture 

of membranes labours 
(310 cases) (1680 cases) 

Neonatal death 4=1.3 percent 24=1.4 percent 

Stillbirth 3=1.0 percent 24=1.4 percent 

Total 7=2.3 percent 48=2.8 per cent 


Orthodox 


The foetal loss is, then, somewhat lower 
in this particular series of cases and this 
corresponds with most findings of the 
various observers quoted in Table I. The 
total number of losses (7) is so small that 
deduction becomes untrustworthy and 
small accidents having little relation to the 
normal hazards of midwifery can change 
the percentages in a misleading manner. 
The briefest possible clinical notes of the 7 
lost babies is appended. 


TABLE VII. 


Delayed labour, 


over 30 hours 


Percentage 


14 
15 
2 


18 per cent 


Primigravidae 
13 percent 


4 per cent 


Multiparae’ 


No. 
Class B 117 
Class C 48 
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Stillbirths : 

1. Case 169. Primiparous breech. Sluggish 
uterine action for 40 hours in 1st stage. Baby 
lost by parietal fracture in assisted delivery— 
should have had Caesarean section. 

2. Case 338. Hypertensive toxaemia. Intra- 
partum death half-way through long ist stage 
lasting 70 hours. 

3. Case 888. Sudden foetal death near end of 
satisfactory 1st stage lasting 31 hours. No exter- 
nal haemorrhage, but large retroplacental clot of 
recent origin found on delivery 2 hours later. 
No evidence of toxaemia. Abruptio placentae. 


Neonatal deaths: 

1. Case 88. A_ second  atelectatic twin 
' delivered by breech extraction for severe haemor- 
thage between 1st and 2nd babies. Died aged 24 
hours. 

2. Case 450. Death of apparently normal infant 
on 4th day from severe meloena. 

3. Case 1020. Easy normal primiparous delivery. 
Baby died at 16 hours with symptoms of cerebral 
haemorrhage. 

4. Case 1452. First twin died of acute enteritis 
on 13th day. Other twin normal. 

It can be seen that two neonatal death 
losses had no relation to the circumstance 


of premature rupture of membranes, or of . 


labour and that the first stillbirth quoted 
was entirely due to faulty judgment. 

On the whole I am inclined to think that 
foetal loss after premature rupture of mem- 
branes is less and I have so entered this 
opinion in the final column of Table fF. A 
suggestion is made that loss is lessened by 
better care and fuller attention being paid 
to the foetal heart condition in a labour 
thought to be prejudiced at the outset. 


DISCUSSION. 


The title of King’s key-paper’ was 
““Newer Concepts of Dry Labour.”’ 
King appears to feel that Denman* went 
too far when, after expounding his hydro- 
static wedge theory of cervical dilatation, 
he deduced from this theory that rupture 
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of the membranes led to a ‘‘ derangement 
of labour and tended to protract rather 
than shorten labour.’’ Denman, says 
King, appears to have crystallized opinions 
for a century and with the whole German 
school giving its sanction, the teaching of 
(1) the need for water-bag dilatation, and 
(2) the concept of a slow dry labour have 
persisted in our textbooks to this day. 
Kreis* seems to have made the first scientific 
approach to the subject by rupturing the 
membranes deliberately early in the labour 
of 1,250 consecutive cases. He found that 
(a) labour was shorter, (b) intervention was 
less, (c) morbidity was the same, and (d) 
that foetal loss was the same. The mass 
of evidence compiled by King and given 
here in Table I mostly follows the same 
lines and justifies the title of King’s paper. 
A very interesting study, something along 
the same lines as this paper, was made by 
H. Fredrikson’ who studied 1,290 primi- 
gravidae and 1,300 multiparae “‘ who had 
normal  occipito-anterior presentations 
in which babies weighed 2,500 grammes 
and over.’’ He found premature rupture 
of membranes in 12 per cent of primi- 
gravidae and 10.7 per cent of multiparae 
and he gives as his findings (a) labour 
shortened (b) morbidity twice as often, 
and (c) foetal mortality not increased. 

Wetterdal*® pursued the matter still further 
in his study of 4,000 parturitions followed 
up 12 years later. His conclusion was that 
the premature rupture of membranes 
affects neither the mortality, primary or 
late, nor the percentage of mentally and 
physically defective children. 

This mass of evidence is striking enough 
and unusually unanimous, but there must 
yet remain some doubt as to whether 
“dry labour’’ is so safe, easy and even 
advantageous. It is unlikely that a theore- 
tical deduction made by Denman 130 
years ago has bemused not only our text- 
books but has also raised a false bogey for 
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all practising obstetricians for several 
generations. The old concept of ‘dry 
labour ’’ as one demanding, upon occa- 
sions, all the patience and skill of the 
attendant, often the full mental and 
physical resources of the patient, cannot 
have been entirely imaginary. While we 
may abandon Denman’s mechanics of 
labour and while we may well agree that 
most cases of premature rupture of mem- 
branes will pass off smoothly, especially in 
a case near term with early onset of labour 
after the liquor amnii is lost, there still must 
remain a doubt in the minds of every 
clinician. This paper appears superficially 
to endorse the new concept of “dry 
labour.’’ But here, upon further analysis, 
we find that the incidence of prolonged 
labour over 30 hours is sharply increased 
after premature rupture of membranes— 
that in the Class A Series, i.e., primi- 
gravidae with delay in onset of labour 
after loss of liquor, this incidence is as high 
as 18 per cent, compared with 11 per cent 
for primigravidae with normal onset of 
labour. The prolonged labours varied 
greatly in quality showing all grades of 
inertia from the slow, feeble, irregular, 
sluggish uterus, through various degrees of 
colicky uterus to the full-blown dystocia 
dystrophia syndrome. I mention, as a 
matter of clinical observation, that I was 
generally unable to prognose a delayed 
labour from the state of ripeness of the 
cervix at the time of rupture of the mem- 
branes. 

An increased incidence of prolonged 
labours need not necessarily give bad 
results. That may be the true inference to 
be drawn from the 36 successful series of 
cases reported in Table I. In my own 
series, the labour record is prominently 
marked when.a case of premature rupture 
of membranes is diagnosed. This leads to an 
increased watchfulness over the foetal heart 
and a considerable amount of nasal oxygen 
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has been administered to the mothers in 
both stages of labour, particularly if irregu- 
larity has been noted, or as a prepara- 
tion for interference. General anaesthesia 
is avoided whenever possible, spinal or 
local pudendal anaesthesia being substi- 
tuted. On the whole the tendency is to 
carry conservatism rather further than for 
the normal cases. After the first year, 
covering about the first roo cases, I 
abandoned the use of vaginal instillations 
when membranes were ruptured over 24 
hours and did not find any disadvantage. 

Professor Young’ has pointed out that 
good results, especially freedom from mor- 
bidity and intrapartum infection, may be 
due to good environment. This point is 
accepted. Our unit, with its low morbidity- 
rate and an adequate number of separate 
labour wards, managed by a staff living 
healthily in the country, gives adequate 
environment for these troublesome cases. 
A similar series of cases treated in less 
‘““clean’’ surroundings might well produce 
the bad results of maternal sepsis and foetal 
loss which were part of the old concept of 
dry labour.”’ 


CONCLUSIONS. 


1. Three hundred and ten cases of pre- 
mature rupture of membranes are con- 
sidered in contrast with a series of 1,680 
cases having an orthodox onset of labour. 

‘2. Prematurity has been excluded. Only 
cases over 36 weeks gestation are con- 
sidered. 

3. There is a definite increase in the 
incidence of premature rupture of mem- 
branes in cases of abnormal presentations 
such as occipito-posterior, breech and twin 
presentations. 

4. Parity and toxaemia are not factors 
in producing premature rupture of mem- 
branes. 

5. On average, over a series, the length 
of labour is not increased. 
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6. In 60 per cent of cases, the premature 
rupture of membranes and the onset of 
labour are clinically simultaneous. Labour 
is appreciably shorter than normal in this 
class of case. 

7. When there is delay in the onset of 
labour after loss of liquor amnii, labour is 
appreciably longer and there is a note- 
worthy increase in the incidence of pro- 
longed labour over 30 hours. Here, prob- 
ably, is the justification for the old concept 
of ‘‘ dry labour.”’ 

8. Intervention can be kept at least to 
normal limits in cases of premature rupture 
of membranes. : 

9. Good results can be obtained by care- 
ful management. These results should be 
as good as for a normal series of cases. 
Good environment is a prerequisite. 
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Vesicovaginal Fistula 
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THE patient who is a sufferer from a vesico- . 


vaginal fistula has indeed a miserable life, 
a fact which has been known since the very 
earliest of times, for in ancient literature 
the condition has been described as a curse, 
and in more recent books as the greatest 
social disease it is possible to -conceive. 

No truer statement than this could be 
made as it is difficult to imagine a more 
' dreadful condition than that of being con- 
stantly wet and continuously drawing 
attention to the affliction through the 
olfactory organs of those with whom the 
patient comes in contact. 

A vesicovaginal fistula may be caused 
by injury such as a wound through the 
vagina and/or abdominal wall involving the 
bladder, or by fractures of the pelvis. This 
type of fistula usually heals up in a short 
space of time, because the blood supply ‘to 
the part is intact and there is no tissue 
necrosis. The term vesicovaginal fistula, 
however, as described in gynaecological 
books, envisages that intractable type 
caused by difficult labour. Here the lesion 
is the result of delay in the progress 
of the child through the birth canal, 
with the result that pressure is brought to 
bear by the child’s head on a part of the 
bladder wall, so that there is stoppage or 
interference with the blood supply, result- 
ing in tissue necrosis and sloughing of the 


affected portion of the bladder. Such a 
fistula may also be caused by injury at an 
operation, or in association with carcin- 
oma. The aetiology will not be further dealt 
with, as the object of this paper is to discuss 
the treatment. 

Occasionally, and if there is some blood 
supply intact, such fistulae will heal up of 
themselves in the first few weeks after they 
are first noticed. However, if this happy 
and unfortunately rare event does not take 
place within 6 weeks then one must have 
recourse to operative interference, a review 
of which may not be out of place at this 
stage. 

Before Marion Sims made his great dis- 
coveries nearly a century ago, whereby he 
was enabled to see fistulae and partially 
get over the difficulty of un-absorbable 
sutures, these cases were all deemed hope- 
less and nothing could be done for them 
except the simplest of palliative treatment 
devised to sop up the urine, and obviate 
the smell. Though Sim’s use of his specu- 
lum and of silver wire was the first great 
step in the successful treatment of vesico- 
vaginal fistulae, yet he was not as success- 
ful as he hoped, owing to the lack of true 
aseptic methods. The keynote of his opera- 
tion was the edge paring of the fistula 
opening and though it is usual to-day to 
dissect out flaps, edge paring is by no means 
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obsolete. Nowadays, when the operator 
can see the fistula, and indeed it is essential 
that he should be able to get a good view 
of his operative field; the operation is 
chiefly that of dissection and separation of 
the vaginal wall from the bladder wall, and 
the suturing of each of these separately 
without any tension. However, in order to 
obtain a good result, the patient must first 
have been examined for constitutional 
and/or specific disease, and these elimina- 
ted. The fistula‘must be of moderate size, 
for one which is of pin-point size, or one 
which is bigger than a shilling, will not be 
repairable by this method. The fistula 
must not be adherent to other ‘pelvic 
structures, specially the bony pelvis. For 
the treatment of these large fistulae, speci- 
ally those lying posteriorly, the new opera- 
tion of McAlpine may be carried out with 
success, but on the whole we favour the 
operation of transplantation of the ureters 
into the pelvic colon in cases of fistulae 
deemed inoperable by the usual method 
via the vaginal route. We have not had 
actual experience of McAlpine’s operation, 
but in the Eden hospital we have carried 
out ureteric transplantation in a number of 
cases with considerable success, and we are 
convinced from. the results of our tech- 
nique, that this operation is one which 
should be performed more often than it is. 
However, there are different points of view 
and a colleague of ours told one of us 
(H.E.M.), that in his opinion transplanta- 
tion of the ureters should seldom if ever 
be done, and he himself had not yet come 
across a. vesicovaginal fistula which he was 
not able to repair locally. The reply was: 
“Well some day you will.’’ 

A certain amount of difference of opinion 
regarding the operation itself has been re- 
corded, and while some authorities agree 
with us that the two-stage operation is pre- 
ferable, others, notably Henry Wade of 
Edinburgh, are definitely in favour of a 
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one-stage operation. The danger of the one- 
stage operation is the onset of anuria with 
fatal result. Wade states that this danger 
can be obviated by the early administra- 
tion of sodium sulphate, but while we have 
no doubt that this eminent authority speaks 
as a result of his great experience, we feel 
that he has a different type of patient to 
deal with than we have in Calcutta, and 
from our experience of a very large number 
of cases of the condition of vesicovaginal 
fistulae which we see in this country, we 
state that the one-stage operation is here 
inadvisable. Our patients come from the 
extremely poor, ill-nourished class. They 
are ignorant and frightened, and have 
been through a truly dreadful time in 
labour without any efficient help, facility, 
or even in many cases sympathy. They 
have had a stormy puerperium. They have 


‘had no antenatal advice, and many of them 


have never seen a doctor before they come 
for treatment for the fistula. Most of them 
have for years been suffering from kala- 
azar, malaria, dysentery, helminthic 
disease, to mention but a few conditions, 
and may present evidence of privation and 
lack of vitamins. Also they have no idea 
of what is going to happen, as they have 
never been consulted in the matter, the 
husband having arranged all. Their resis- 
tance is therefore so low that they would 
be unable to stand the risk of the one-stage 
operation. We therefore have had little or 
no experience of anuria in our cases. 

The second great danger, that of ascend- 
ing septic infection from the bowel to the 
kidney pelvis has again happily been con- 
spicuous by its almost complete absence, 
and this we are convinced is the result of 
careful choice of cases (all those suffering 
from specific or general diseases being 
excluded from operation), careful and full 
pre-operative treatment, and above all 
good nursing afterwards. In this latter 
respect we are fortunate in having in Staff- 
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nurse Lewis one of the most perfect and 
painstaking nurses in this country; and we 
here state categorically that our success is 
due in no small extent to her thoroughness 
in the post-operative treatment of our cases. 

The condition is almost entirely confined 
to the class of patient mentioned above, 
and rarely does one see a case among the 
well-to-do, for they, like the general public 
in the United Kingdom, are year by year 
becoming more universally medically 
minded, and so are more and more ready 
to seek antenatal advice. Not the least 
interesting item in the history is the long 
duration of the condition before help is 
sought, and it is common to be told by the 
patient, or her husband, that the lesion has 
been present for many years, anything 
from 5 to 12 years being commonplace, and 
one quite recent case admitted to 17 years. 
In the United Kingdom, and America, in 
other parts of the world including the well- 
to-do population of this country, such a 
length of history would be quite impos- 
sible, but among such people as the 
peasantry of India where the woman has 
no say in the matter, she just has to await 
the decision of her husband and suffer in 
silence till the spirit moves him, and there 
may be many reasons for delay from his 
point of view, the chief of course being that 
he has not got the fistula. 

The result of the operation is excellent, 
the patients being able to hold urine in the 
rectum for at least 2 hours, and some for 
as long as 4 hours, the average amount held 
being some 8 ounces. When it is remem- 
bered that a little fluid injected into the 
rectum immediately runs out again, one 
wonders how the rectum can educate it- 
self to retain the urine as described. The 
fact remains that it can and does. Let us 
call to mind that sound surgical dictum 
“‘ Structure adapts itself to function ’’ and 
correlate how the adaptation takes place. 
What happens is that the patient is given 
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a cloaca and she becomes turned into an 
individual with, as it were, her unrogenital 
sinus apparatus non-separated from that 
of her bowel, so that she now has a uro- 
daeum where the urine collects, separated 
from her proctodaeum. 


OPERATION. 


The right ureter is chosen for trans- 
plantation first. The abdomen is opened by 
right paramedian incision. The uterus is 
lifted forward. Small and large intestines 
are pushed above and aside from the field 
of operation. The right ureter is identified. 

The ureter crosses the brim of the pelvis 
just near the sacro-iliac junction, and 
makes peristaltic movements under the 
posterior peritoneum like a round worm 
(vermiculate). The peritoneum at the 
optimal site is picked up and incised with 
a sharp scissors. Sometimes the ureter is 
missed when it is adherent to the posterior 
peritoneum. The ureter is picked up and 
separated from surrounding tissues pre- 
serving very carefully the minute blood- 
vessels which run along its surface, for its 
vitality will suffer if it is stripped of its blood- 
supply. The pelvic part of the ureter is 
carefully traced behind the broad ligament 
up to the bladder, where it is clamped 
between two artery forceps; the vesical 
end being cauterized with carbolic acid and 
buried. The upper portion wrapped in a 
piece of gauze is for the time being placed 
out of the way on the anterior abdominal 
wall. 

The upper part of the rectum which is 
selected for the implantation must be 
devoid of appendices epiploicae. An 
oblique incision is made on the antero- 
lateral wall of the rectum. The incision 
should be deepened as it proceeds down- 
wards and all bleeding points are picked up 
with fine artery forceps and tied off. With 
a tenotomy knife a stab wound is made 
through the lumen of the rectum. The 
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ureter is now brought forward from its 
resting place on the abdomen, and its end 
is shaped into a wedge: the portion that 
is cut away being taken from its posterior 
aspect. This wedge point is then trans- 
fixed and a long thread of catgut drawn 
through. There is a needle at each end of 
the thread, which is to avoid tearing out 
of the catgut as a result of the tension 
caused by subsequent threading. These 
two needles are then successively intro- 
duced into the lumen of the bowel, and 
brought out through its anterior wall 
at least half an inch from the lower 
end of the stab wound. Traction now brings 
the shaped end of the ureter into the bowel 
and the threads are tied. The ureter now 
lies on the ventral aspect of the rectum in 
the gutter made for it, where it is anchored 
by two sutures passing through the cut 
edges of the original incision and the 
anterior wall of the ureter. Its upper freed 
portion is then buried after the method of 
Weitzel, peritonized by Lambert sutures, 
and finally fixed to the mesentery. The 
cut margins of the posterior peritoneum are 
repaired. Thus the ureter now lies in the 


wall of the rectum before it enters the lumen’ 


of the bowel, which arrangement is similar 
to its course in the bladder wall (an effec- 
tive valvular control over the exit of urine). 
The abdomen is closed in layers. The left 
ureter is similarly dealt with 4 weeks later. 


SPECIAL POST-OPERATIVE TREATMENT. 


(a) The body fluid is maintained by con- 
tinuous drip of saline and glucose, 5 per 
cent. 

(b) A rubber tube is kept in the rectum 
for drainage of urine. Do not expect urine 
to be expelled from the rectum for 12 to 18 
hours. 

(c) If anuria or uraemia is threatened, 
administer intravenously sodi. sulph., 0.48 
per cent by the continuous drip method. 


Within reason the longer the incision 
in the rectal wall is, the better, as the valvu- 
lar opening is thus rendered more efficient, 
and consequently the potentiality of the 
onset of sepsis is lessened. 

For the first few days the patient’s con- 
dition is stormy. She is restless and irrit- 
able, so that great patience in nursing her 
is required, and it is in these critical first 
5 or 6 days that the surgeon must have the 
services of a good nurse, for it is she who 
at this stage makes or mars the final result. 

For 10 days, steady and continuous 
drainage through the tube must be main- 
tained, and the rectal contents kept in 
a fluid state. The patient should be made 
perfectly comfortable (by hypnotics if 
necessary), and all fears allayed. During 
convalescence it is advisable for the patient 
to take magnesium sulphate or some other 
form of purgative salts in order to ensure 
that the faeces will be constantly in a semi- 
fluid condition. 

A vesicovaginal fistula is a compara- 
tively rare occurrence in the United King- 
dom, and for this reason the literature on 
the subject is somewhat meagre. The 
modern textbooks but briefly touch on the 
lesion, and one seldom comes across it as 
the subject of a paper in the medical 
periodicals. 

In a recent communication Gladys 
Dodds calls attention’ to the fact that 6 to 
8 weeks after delivery is the optimal time 
to repair a vesicovaginal fistula by local 
operation. This, of course, is correct, but 
we have never seen such an early case due 
to obstetrics. She further states that spon- 
taneous cure of fistulae even of 1 inch in 
diameter may take place, and that such 
cure is greatly assisted by the presence of 
an in-dwelling catheter. 

We are carrying out this local treatment 
at present in a case of a vesicovaginal 
fistula following the operation of hyster- 
ectomy in our own hospital, but obstetri- 
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VESICOVAGINAL FISTULA 


cal vesicovaginal fistula come to us so late 
that the lesion is in such a state of cicitriza- 
tion and fibrosis, that any other treatment 
but surgery is contra-indicated. 


RECORD OF ANALYSIS. 


Below is the record of 65 cases in which 
both ureters were transplanted. In 61 of 
these cases the operation was two stages, 
in 5 one stage. 

Aetiology: 

(a) Congenital, 2 cases. 

(b) Traumatic (accidental), nil. 

(c) During labour— 

Normal pelvis: 

Confinement with instruments, 7 cases. 

Without instruments but prolonged 
labour, II cases. 

Contracted pelvis: 

Confinement with instruments, 13 cases. 

Without instruments but prolonged 
labour, 20 cases. 

(d) As a result of operation (following 
operation for elephantiasis vulvae, 
performed in a district hospital), 1 
case. 

(e) Following radium therapy for car- 
cinoma of cervix, nil. 

(f) Due to carcinoma of cervix, bladder 
and vagina, nil. 

(g) Cause not traceable, II cases. 


Result: 

Cured, 51 cases, 78.5 per cent. 

Death, 14 cases, 21.5 per cent. 

Out of 14 deaths, 3 occurred after trans- 
plantation of both ureters in a single sitting. 
Excluding these 3, there is a death-rate of 
only II in 61 cases, a percentage of 16.4. 

A little comment is necessary on the high 
death-rate after the one-stage operation. 

Indian patients generally display little 
resistance to a serious, and above all pro- 
longed, operation, no matter what the 
anaesthetic may be. Our cases were given 
ether, chloroform; gas and oxygen; spinal 
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anaesthesia; according to choice and state 
of the patient. Out of 65, 49 had a fistula 
following difficult or delayed labour. 
The majority of patients, though young, 
suffer severely during the puerperium. 
They become easy victims’ of tropical fever 
or helminthic disease. Mental worry, in- 
feriority complex, privation, general ‘ill- 
health, climatic condition and malnutrition, 
all play their parts and take their toll. 

In our series 33 were multipara, of which 
11 had history of repeated stillbirths. In 8, 
local repair (vaginally), was attempted, 
but in 2 cases there were recurrences 
(following childbirth) which proved irre- 
parable. In 6 cases local repair failed in 
spite of the utmost care, and in these opera- 
tive interference was deemed inadvisable. 

It would be very interesting to follow-up 
such cases, but unfortunately very few 
return, from such reasons as financial diffi- 
culty, want of opportunity, ignorance of 
the value of doctor’s advice, and the diffi- 
culty of making them understand why they 
should return. We know, however, that 
if unsuccessful, or more treatment is re- 
quired, the Eden Hospital patients always 
come back to us, so we flatter ourselves that 
as these patients seldom return, our opera- 
tion has been a success. 

One patient, during the first operation, 
was found to be 2 months pregnant, which, 
however, made no difference to her success- 
ful convalescence at both operations. Her 
pregnancy continued and she had her baby 
by Caesarean section at term. (A case of 
contracted pelvis). 

Another patient who had had both 
ureters transplanted 18 months before, 
came into hospital at term for confinement. 
Caesarean section was ordered for the 
following day, but the patient suddenly 
came into labour that evening and after 4 
hours gave birth to a baby, 5 pounds 12 
ounces, without the slightest trouble or 
injury to the site of implantation. 


Breech Presentation in the Elderly Primipara 
BY 


D. C. Racker, M.B., F.R.C.S.E., M.R.C.O.G., Major R.A.M.C. 
Late Registrar, St. Mary’s Hospital, Manchester. 


For a considerable time it has been known 
that the foetal mortality in breech presen- 
tation has been unsatisfactory, but I do not 
think it has been sufficiently recognized 
how lamentable is the position with regard 
to the eldeyly primipara. 

In the Manchester school we have been 
aware of this to a certain extent as shown 
by the high percentage of Caesarean 
sections performed in this type of case as 
compared with other clinics, but it has only 
been by investigating the cases over the 
last decade that it has become clear how 
appalling the foetal mortality has been by 
vaginal delivery. 

It has been difficult to assess definitely the 
foetal mortality in breech deliveries in 
general, owing to the very varied standards 
of correction which are used by different 
hospitals and authors. The type of cases 
which are excluded from the corrected 
mortality vary enormously, as pointed out 
by Gibberd at the 1931 meeting of the 
British Medical Association: ‘‘ The official 
way of presenting breech mortality figures 
has the effect of hiding to a great extent 
the seriousness of this type of labour.’’ The 
position is even more confused in the case 
of the elderly primipara, and in this paper 
I have used 30 years of age as the lower 
limit, as the relatively few articles on this 
subject give only a small series of cases. In 
spite of this, however, and the fact that 
owing to service duties I have not been able 
to review the literature or hospital reports 
as adequately as I would have liked, a 
reasonably accurate impression can be 
gained. 


Gibberd' from a study of the figures of 
a number of English maternity hospitals, 
gave the following figures. In uncompli- 
cated cases (corrected mortality): foetal 
deaths, 26 per cent; neonatal deaths, 6 
per cent. This is for all cases, and I think 
it only right to assume, as will be shown 
later, that these figures would be much 
higher in the elderly primiparae group. In 
the same paper he states that the uncom- 
plicated foetal mortality in primiparae of 
all ages at Guy’s Hospital over a period 
was 28 per cent. Gairdner, Jackson, and 
Jackson,’ give the following short series: 
uncomplicated breech cases in private 
practice, 27 vaginal deliveries with 8 
deaths; in hospital, 36 vaginal deliveries 
with 9 deaths; by Caesarean section, 26 
breech cases with 1 foetal death which can 
be excluded from the corrected figures as 
it was a monstrosity with hydrocephalus. 

The following figures refer, in every case, 
to breech presentation. Patton and Mus- 
sey,* out of 131 primiparae of all ages, 
delivered vaginally, had a foetal mortality 
of 21.37 per cent. They state that their cor- 
rected foetal mortality was 5.34 per cent, 
but they do not give their standards of cor- 
rection. Their corrected foetal mortality 
in multiparae was 2.23 per cent. Six 
Caesarean sections were performed with 
no maternal or foetal deaths. Macafee and 
McClure:* corrected foetal mortality, all 
cases 6.10 per cent; primiparae, all ages, 
Io per cent; multiparae, 3.42 per cent. The 
following authors give these corrected 
figures of foetal mortality in primiparae 
of all ages: Allan,*° 15.6 per cent; West- 
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man,° I1.2 per cent; Bourne,’ 11 per cent; 
Pierson,* 8.6 per cent; Dewar,’ 9.37 per 
cent; Marshall,’® 3.59 per cent; Roy,” 
10.3, per cent; Moore,'* 16.5 per cent; 
Hawker and Soule,** ro per cent. 

Goethals,'* using the following standards 
of maturity: premature, less than 5 
pounds; immature, 5 to 6 pounds; mature, 
more than 6 pounds; gives the following 
figures over a very large series: Primi- 
para, corrected foetal mortality: prema- 
ture, 78.7 per cent; immature, 20.9 per 
cent; mature, 6.5 per cent. From 1913 to 
1934, primiparae corrected foetal mortality 
14.2 per cent. 

In a more recent paper Goethals’* gives 
the following figures: From 1888 to 1932, 
by the vaginal route, primiparae corrected 
foetal mortality, 10.2 per cent. By 
Caesarean section, 3.1 per cent. Since 1926 
he has been performing breech extraction 


with the cervix fully dilated and his cor-. 


rected figures are 7.4 per cent. 

Snoek and Canon,”* in a paper on breech 
delivery in primiparae over the age of 30, 
which is the group we are discussing, 
treated II conservatively, i.e. vaginally, 
with 8 stillbirths, and cases by 
Caesarean section, with no foetal or mater- 
nal mortality. These various authors 
figures are given in the following table: 


Corrected foetal 
mortality in primiparae 


Author of all ages (per cent) 
Gibberd, G. F. (Guy’s Hospital) 28.0 
Patton, C.D. and Mussey, R.B: 5-34 
Macafee, C. H. J. and McClure, R.I. 10.0 
Alan, R. M. 15.6 
Westman, A. 11.2 
Dewar, J. B. 9.37 
Bourne, A. 11.0 
Pierson, R. N. 8.6 
Marshall, C. M. 3.59 
Roy, D. 10.3 
Moore, J. 16.5 
Hawker, W. H. and Soule, S. D. 10.0 
Goethals, T. R. (1913-34) 14.2 
Goethals, T. R. (from 1926) 7-4 


The average foetal mortality from these 


figures is II.4 per cent. What relation do 


these figures bear to the foetal mortality in 


elderly primiparae? This is not easy to 
gauge accurately, but Nathanson,’’ has 
stated that stillbirths are three times as 
high in this group as in the younger primi- 
parae and multiparae. This would give a 
figure of somewhere in the region of 30 per 
cent foetal mortality. My own ratio, as will 
be shown later, is almost 5 : 1 elderly primi- 
parae to all other cases. Siddall,’* at the 
Twelfth Annual Meeting of the Central 
Association of American Obstetricians and 
Gynaecologists stated that elderly primi- 
parae have a lamentable foetal mortality 
in the region of 25 to 30 per cent. 

At Saint Mary’s Hospital, Manchester, in 
the years 1932 to 1940 inclusive, 1,077 
women with a breech presentation were 
delivered vaginally. The corrected foetal 
mortality in booked cases was 6.09 per 
cent and in emergency cases, 6.7 per cent. 
In the same period 145 were delivered by 
Caesarean section and 62 of these were 
primiparae of 30 years of age or more. From 
1932 to 1941, inclusive, 128 primiparae of 30 
years of age or above were delivered 
vaginally of a single foetus weighing 6 
pounds or more, there not being any signs 
of foetal abnormality, maternal pathology, 
or other complications which might account 
for foetal death. All twins have been exclu- 
ded, but not cases of mild toxaemia. 

One may assume, therefore, that in these 
cases any untoward happening to the child 
can be attributed to the delivery. Of these 
128 deliveries 85 children were alive and 
survived, while 43 were either born dead 
or succumbed within a short time of 
delivery. This represents a foetal mortality 
of 33.5 per cent. There were 4 maternal 
deaths. Some degree of toxaemia was a 
contributory factor in two cases and mitral 
stenosis in one: the fourth fatality was 
ascribed to obstetric shock. In the same 
period, 62 women in the same group as 
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above were delivered by Caesarean section, 
with r maternal death (a patient with 
acute toxaemia) and no foetal death. 

With regard to the size of child that will 
stand the best chance of surviving by 
vaginal delivery, opinions seem to differ. 
Higgins,** in a recent paper, stated that in 
his opinion the most potent cause of foetal 
death was a large child, and for this reason 
he was in favour of induction of labour 
before term if necessary. R. S. Siddall 
supports this by stating that breech babies 
of 8 to g pounds carry a 25 to 30 per cent 
foetal mortality. Goethals, however, gives 
the following mortality figures by weight 
of foetus (all breech cases) : 

43 to 5 pounds, 25 per cent; 5 to 53 
pounds, 20.4 per cent; 53 to 6 pounds, 
II per cent; 6 to 6} pounds, 10.3 per cent; 
7 to 75 pounds, 10 per cent; 7} to 8 pounds, 
6.4 per cent; 8 to 8} pounds, 9.7 per cent; 
8} tog pounds, 9.3 per cent; g to 93 pounds, 
18.1 per cent; 93 to 10 pounds, 22.2 per 
cent; over 10 pounds, 33 per cent. 

As can be seen, the weight with the 
lowest foetal mortality is the 7} to 8 pounds 
group, and on both sides of this group the 
figure rises, but not really very significantly 
until g pounds or more, and6 pounds or less. 
My own experience has led me to believe 
that an average weight baby of about 7 
to 75 pounds will stand delivery best, and 
that premature induction of labour will not 
improve the foetal mortality figures. 

These factors are impressive and show 
that the ‘‘ weight’’ factor must always in- 
fluence our choice of the method of de- 
livery. Of other factors to be considered, 
the most important, in my opinion, is that 
in this particular group of women there are 
many who are not likely to have another 
child. When one considers that to the vast 
majority of these women and their hus- 
bands the birth of a living healthy child will 
bring many years of great happiness and 
a new sense of completeness to their lives, 
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then no effort should be spared to bring 
about this felicitous result. Heavy indeed 
is the responsibility of those in charge of 
these cases. 

By the vaginal route there is also the 
chance, admittedly not great, of a birth 
injury to the child, due either to manipula- 
tions in the delivery or to the rapid 
changes in shape of the cranial sphere. Al- 
though the typical intracranial haemor- 
rhages as described by Holland are either 
incompatible with life or are so small that 
recovery is said to be complete, neverthe- 
less I do not know that anyone has followed 
up a series of cases to show that they all 
remain symptomless in later life. Though 
anatomically they cannot give rise to a 
cerebral diplegia (Little’s disease) it is pos- 
sible that other symptoms may manifest 
themselves. Various other injuries have 
been encountered or described, among 
them being abdominal visceral injury, 
which is uncommon; fracture of the 
clavical and upper limb; dislocation of the 
shoulder (Petrignanni’’); Erb’s palsy; 
combined brachial and phrenic palsy— 
Kofferath’s syndrome (Melland*’), fracture 
of the shaft of femur, according to Gibberd 
5 per cent; separation of the lower femoral 
epiphysis (Burman and Langsam”); and 
haematoma of the sterno-mastoid muscle, 
the visible sign of vascular damage leading 
to a congenital torticollis. Admittedly the 
vast majority of these injuries can be easily 
and successfully treated, and I do not put 
them forward as a serious factor as com- 
pared with the foetal mortality. 

Finally, a factor which cannot be com- 
pletely dismissed is that in this group of ° 
women there is an increased incidence of 
unpleasant sequelae, due partly to their age, 
partly to the increased incidence of inter- 
ference and prolongation of labour. I do 
not intend to enumerate these sequelae 
except to say that although obvious damage 
may not be visible, anyone who has per- 
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g formed postmortem examinations after a 
d prolonged labour and has seen the small 
yf haemorrhages and tears in the broad liga- 
ments, Makendrodts ligaments and other 
e pelvic floor supports, can have but little 
h doubt that they play some part in a future 
’ prolapse of the uterus. 

1 Enough I hope has been written to show 
. that the treatment of this group of women 
a is far from satisfactory. How then can we 
r improve this state of affairs? Either by an 
t improvement in our technique of vaginal 
delivery to give comparable results with 
1 Caesarean section, or by adopting Caesa- 
rean section as the mode of delivery in 
] nearly all cases. As regards vaginal de- 
| livery,’ Eden** in 1931 stated ‘‘ The art of 
managing this particular type of difficult 
labour has not reached a point at which we 
can afford to rest content.’’ This, I think, 
is equally true to-day. 

Breech delivery as conducted by experi- 
enced obstetricians varies a great deal, but 
one can roughly divide it into two classes: 
Firstly, there is the conservative school 
who, whether the legs are extended or not, 
are content, either with or without an 
episiotomy, to guide the breech over the 
perineum, merely assisting the birth of 
the legs, and to bring down the arms as 
the scapulae become visible. The head in 
ordinary cases is born by natural forces or 
aided by fundal pressure, except where 
difficulty is encountered when the forceps 
are applied to the aftercoming head. I 
know of few better figures than those of 
Burns™ and Marshall except those of Han- 
sen*> who from 126 deliveries in private 
practice, of various ages and parity, had a 
corrected foetal mortality of 0.8 per cent. 
Admittedly this is not a large series and, 
as was pointed out in the discussion follow- 
ing his paper, others have had an almost 
equally low figure over this number of 
cases, but not over a larger series. These 
all belong to the conservative school. 
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Then there is the active school; the advo- 
cates of which either perform an extraction 
when the cervix is fully dilated—Goethals 
—or at least bring down a leg or legs if 
extended and possibly also flex the arms 
in utero. Such an authority as Bourne” is 
prepared to do this. Figures as good as the 
average and almost as good as the best in 
the conservative school have been pro- 
duced by this active intervention, and when 
one reflects that these are all obstetricians 
of experience who have almost certainly 
tried both methods, then one cannot help 
but agree with Gibberd that it is probably 
not the method but the individual skill of 
the obstetrician that produces good results. 

In Manchester the usual practice is a con- 
servative delivery based on the method 
of the Liverpool school, as described by 
Burns and Marshall, with slight modifica- 
tions but adhering closely to Burns tech- 
nique in the delivery of the head. In my 
opinion, episiotomy is essential in all primi- 
parae, and the majority of multiparae, as 
I have pointed out previously” and a large 
number of others have given it their appro- 
val—Marshall, Dewar, Randall,** Pieri, 
Mazenek,**® Kretzschmar and Huber*' and 
Higgins. 

As regards Caesarean section, in the Saint 
Mary’s, Manchester series there were 62 
cases with no foetal death. Brindeau and 
Lantuetoul® describe certain cases of 
breech presentation, chiefly primiparae, 
who were operated on in Tarnier’s clinic 
late in labour without a foetal or maternal 
death. Indications for Caesarean section 
in breech presentations are suggested by 
other writers (Anderodias and Pery,** 
Meyer,**) but I have not encountered pre- 
viously any who would recommend its 
almost routine use in a primipara 30 years 
of age or more. 

Nothing is more salutory than a sane con- 
servatism in any branch of medicine, but 
it must be in accordance with the patient’s 
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best interests. Surely our function is to 
assist our patients in retaining. a healthy 
body and so having a healthy and happy 
mind. Few procedures can give such 
happiness as the birth of a healthy baby in 
these cases. Until the figures for foetal 
mortality by the vaginal route can compare 
with Caesarean section, and I have some 
doubts if they ever will as there are so 
many unpredictable factors, then I think 
Caesarean section should be the choice in 
the vast majority of these cases. Even 
Potter,*° in a discussion on Goethal’s 
paper, stated: ‘‘In women who are past 
35 or 40 who have never had a child and 
will probably never have another, we lean 
to the operative side, that is Caesarean 
section.”’ 

There is little difference in the maternal 
mortality for either type of treatment, as 
since the introduction of the lower segment 
Caesarean section, and possibly in certain 
cases the judicious use of the extraperitoneal 
operation modified on Latzko’s technique, 
the maternal mortality figures in the hands 
of competent surgeons have been in the 
region of 1 per cent. To clarify our views 
on this subject it is interesting to see how 
the matter could be put to the patient in 
simple language: 


By Vaginal Delivery. 

1. The chances are only 2 to 1 on your 
child being born alive. 

2. There is a slight risk of injury to your 
child. 

3. There is the possibility that trauma 
to yourself may have unpleasant 
after-effects. 

4. The risk to your own life is about 
equal to the risk by abdominal 
delivery. 


By Caesarean Section. 


1.. You have probably less than a I in 50 
chance of losing your child’s life. 
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2. It involves an abdominal operation, 
but the risk to yourself is not more 
than I in 100. 
3. The chances of injury to your child 
~ are negligible, and of unpleasant 
sequelae to yourself certainly no more 
than by the vaginal route. 

Finally, by either method, this may well 
be your only chance of having a child. 

If these conclusions are true, what then 
should be our conduct of these cases? For 
the general practitioner I would suggest 
that these cases be placed under the care of 
an obstetrician and never be treated at 
home. Rosenfeld** has aptly said “‘A 
woman in labour whose infant presents by 
the breech is entitled to the services of an 
experienced obstetrician.’’ I would not 
infer from this that there are no experienced 
obstetricians in practice, but I would 
amplify Rosenfeld’s statement and suggest 
that she is also entitled to the very best 
conditions. Even if I agreed with vaginal 
delivery, I do not think that the patient’s 
own home is a place where a difficult 
delivery can be carried out by the stand- 
ards of modern obstetrical technique. 

For the obstetrician I would suggest that 
the usual clinical examination be carried 
out and unless there is any contra-indi- 
cation an external version should be 
attempted at the appropriate time. If this 
fails, however, there should be a very 
thorough and critical review of the case. 
The patient’s history must be thoroughly 
gone into with particular attention to the 
following points: Did she marry late in 
life, or did she marry early but only 
recently conceive? If of the second group, 
is there any reason for this late conception 
and has she been attending a gynaecologi- 
cal clinic for sterility ? From an investiga- 
tion of these points a rough estimation can 
be made of her chances of having further 
children. Then a very full clinical re- 
examination must be made, supplemented 
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by a radiological examination. This should 
supply evidence as to the state of the child 
and the adequacy of the maternal pelvis. 
Radiographs must be taken at least in the 
dorsal, prone and lateral positions and 
supplemented where necessary by stereo- 
graphs. 

The final result of all these investigations 
should be an assessment, firstly of the size 
and state of the foetus and whether there 
is any suggestion of foetal abnormality; 
secondly of the size, configuration and 
inclination of the maternal pelvis; thirdly, 
of the relation so far as one can judge 
between the child and the maternal pelvis, 
and finally of the patient’s chances of hav- 
ing further children. In the present state 
of our knowledge none of these factors can 
be estimated with certainty, but a reason- 
ably reliable impression can be gained. 

In the decision as to which method of 
delivery should be adopted, I would say 
that if, as far as can be judged, the foetus 
is normal and healthy, then only in those 
women in this group under 35 years of age, 
and whose pelvis is obviously adequate, 
when there are no other contra-indications 
and when there is a good prospect of fur- 
ther children, should the vaginal route be 
adopted. 

There are too many _ unpredictable 
factors such as uterine action and de- 
flexion attitudes of the foetus, and the 
stakes are too high for much risk to be 
taken. Ifwe rigidly adhere to these criteria 
then, in my opinion, the number of primi- 
parae delivered vaginally will be very 
small. By Caesarean section, in this group 
of women, we are almost assured of a 
happy result, but during vaginal delivery 
the spectre of death of the child sits con- 
stantly at the elbow of the accoucher, alert 
for any abnormality and quick indeed to 
take advantage of the slightest hitch in the 
smooth technique of delivery. 

If any further justification were needed 
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for this somewhat radical attitude, I think 
it would be this: If operation is carried out, 
as it often is, possibly rightly, for such 
non-fatal diseases as so-called chronic 
appendicitis, subserous fibroids, with few 
if any symptoms and accidentally dis- 
covered ovarian cysts, then surely it should 
not be withheld from a woman whosé only 
chance it may be to enjoy the supreme ful- 
filment of her life. 


CONCLUSIONS. 


1. Two similar series of cases of breech 
presentation in primiparae, of 30 or more 
years of age, from Saint Mary’s Hospital, 
Manchester, during the last decade, have 
been investigated. Those delivered vagi- 
nally had a 33.5 per cent foetal mortality, 
while by Caesarean section there was no 
foetal death in 62 cases. 

2. Some of the more recent Senses is 
reviewed, and in view of the discrepancy 
in the results between the two methods of 
delivery, a plea is made for a more wide- 
spread use of Caesarean section in these 
cases. 
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Pregnancy and Labour in a Case of Intrapelvic Protrusion 
of the Acetabulum 


BY 
WILLIAM S. CAMPBELL, B.Sc., M.B. (Belf.), F.R.C.S. (Eng.), 
L.M. (Rotunda). 


Late Assistant Medical Officer, St. Mary Abbots Hospital (L.C.C.), 
Capt. R.A.M.C. 


_INTRAPELVIC protrusion of the acetabulum 

is an uncommon condition first recognized 
and described by Otto’ in 1824, his case 
being found in a pelvis in an anatomical 
museum. Its rarity is shown by the fact 
that only 106 cases were collected from the 
literature by Sloane and Sloane’* in 1937. 
Many articles, under different titles, have 
been published on this condition. These 
are found chiefly in the German literature, 
while more recentiy, following Hertzler’s* 
article in 1922, a number have been pub- 
-lished in the Amefican journals. The 
following case of pregnancy in an “ Otto 
pelvis ’’ is considered worthy of record. 


CasE RECORD. 


Mrs. M. T., aged 26, a primigravida, first attended 
St. Mary Abbots Hospital Antenatal Clinic on June 
25th, 1941. 


"Personal H istory. At the age of 15, 3 months after 
a fall from a bicycle, she was admitted to hospital 
for treatment of a painful limp. For 18 months she 
was kept in plaster of Paris, and for 8 months was 
treated by a calliper iron. Since then she had stiff- 
ness of both hips unaccompanied, however, by pain. 
There was no family history of hip joint disability. 
Apart from scarlet fever in infancy there were no 
other illnesses. 


Obstetric History. The last menstrual period was 
on February 6th, 1941, and the estimated date of 


delivery was November 13th, 1941. There was no 
history of vaginal discharge and there were no ab- 
normal symptoms. The hip condition had not 
altered during pregnancy. 


General Examination. She was a fairly well built 
woman of normal nutrition. There was no anaemia. 
Some of the teeth were carious and dental treatment 
was prescribed. The throat and pharynx were nor- 
mal, and the breasts and nipples were of normal 
development. Nothing abnormal was found on 
examination of the heart and lungs. The blood-pres- 
sure was 110/60, there was no oedema of the ankles 
and the urine was acid and did not contain any 
albumin or sugar. 


Obstetric Examination. The uterus corresponded 
in size to 20 weeks pregnancy.- External ballotte- 
ment was present, but the foetal heart was not 
heard. Both hip joints showed marked limitation 
of movement. Flexion was reduced to about 45 
degrees and hyper-extension was impossible. Ab- 
duction and external rotation were almost com- 
pletely lost. The lumbar spine showed some 
lordosis. The external pelvic measurements were : 
Interspinous diameter 1o inches, intercristal diame- 
ter 11 inches, external conjugate 8'4 inches, and 
transverse of outlet 4 knuckles diameter. 

On vaginal examination there was no evidence of 
past or present inflammation. The promontory oi 
the sacrum could not be reached. On either side a 
smooth protrusion was palpable at the acetabular 
level. The sacrum was normal, and the sacro- 
spinous notches easily admitted 2 fingers. The size 
of the outlet was adequate. Internal ballotement 
was elicited. 
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X-Ray examination demonstrated a typical Otto 
pelvis. Both hip joints showed narrowing of the joint 
space and deepening of the acetabula which were 
protruded inwards more especially on the left side. 
The acetabular floor was thinned. Osteophytic out- 
growths were present arising from the margins of 
the femoral heads, and there was a moderate degree 
of coxa vara. 

The Wassermann, Kahn and gonococcal fixation 
tests were negative. 


Subsequent Progress. The patient attended the 
Clinic regularly. The blood-pressure remained with- 
in normal limits, and the urine showed no abnor- 
mality. No abnormal symptoms developed, and she 
did not complain of any change in the hip condition 
or of backache. On October ist, 1942, the uterus cor- 
responded in size to 34 weeks pregnancy. The pre- 
sentation was a vertex, the foetus lying in the 
left occipito-anterior position. The head was en- 
gaged in the pelvis, and the foetal heart was heard. 
There was no change in presentation or position 
during the remainder of the pregnancy. 


Labour. She was admitted in labour at 10.30 p.m. 
on October roth, 1941. Pains had begun at 8.30 
p-m. On examination the position was still the 
same with the head deeply engaged. Nothing ab- 
normal was found and rectal examination showed 
the cervix to be 2 fingers dilated. The membranes 
ruptured spontaneously at 11.45 p.m., the cervix 
was fully dilated at 12 midnight and normal de- 
livery of a living male infant took place in the left 
lateral position at 12.40 a.m. The infant weighed 
7 pounds 4 ounces, its length was 21 inches, and the 
circumference of its head 13'; inches. The placenta 
and membrane were delivered complete at 12.55 
a.m. without abnormal postpartum loss. The cord 
was 22 inches long and inserted centrally on the 
placenta. A small laceration of the posterior vag- 
inal wall was present and was repaired by catgut. 
The temperature was 98.4 F., the pulse-rate 90 and 
the respiration-rate 20 at the conclusion of the 
labour. The total duration of the labour was 4 hours 
25 minutes. 


Puerperium. This was apyrexial and unevent- 
ful. Vaginal examination before discharge showed 
that the uterus was anteverted and involuting nor- 
mally, the cervix healthy and the pelvic floor 
sound. Further X-Rays of the pelvis did not show 
any change since the previous films. Mother and 
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infant were discharged on November toth, 1941, 
the infant, which was breast fed 3 hourly, weighing 
7 \bs. 13 ounces. 


DISCUSSION. 


Cases of intrapelvic protrusion of the 
acetabulum have been grouped as typical 
and atypical. Henschen* suggested that in 
a typical case the inner wall of the acetabu- 
lum protrudes into the pelvis, and the 
acetabular cavity is enlarged, especially 
upwards and inwards. The head of the 
femur, which is essentially normal in con- 
tour, is displaced into the deepened aceta- 
bulum and produces a shortening of the 
limb. The radiological appearances are 
well described and illustrated by Doub’ in 
a review of 8 cases. The changes in the 
acetabulum are most striking. There is a 
very definite thinning of the medial and 
inferior wall with a dome-shaped protru- 
sion of this into the pelvis varying from a 
few mms. to cms. The thin acetabular wall 
is thicker in its upper part, and narrows 
as it progresses downwards. Considerable 
eburnation is seen. The head of the femur 
is typically intact and is deeply buried in 
the acetabulum. It may have a slightly 
elongated appearance, but the integrity of 
the femoral head is an essential character- 
istic. Osteophytes often project outwards 
at the junction of the head and rieck, and 
some degree of coxa vara may be present. 
The head of the femur being deeply buried 
in the acetabulum, it follows that the great 
trochanter is closer to the ilium: this, and 
the presence of osteophytes, effectively 
limit movement of the joint. The case des- 
cribed in this paper fulfils the above postu- 
lates of a typical case. 

The condition is usually found in the 
middle-aged, and is twice as common in 
females as in males. Analysing 79 cases 
Pomeranz‘ found that 47 were in females. 
The condition was bilateral in 29 cases. A 
number of cases have been published in 
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PREGNANCY AND LABOUR IN INTRAPELVIC PROTRUSION 


which a family history of hip joint disa- 
bility has been present, and it is quite 
possible that heredity may be a factor in the 
aetiology. There is no evidence of this in 
our case. 

Much has been written on the causation 
of this condition since it was first described 
by Otto who regarded it as a manifestation 
of abnormal gout. Saupe’ gives a long list 
of possible causes and special influences 
including trauma, faulty posture, kypho- 
sis, spondylolisthesis, osteitis deformans 
juvenilis, osteomalacia, polyarthritis, gon- 
orrhoea, tabes, tuberculosis, and tumours. 
Cases due to echinococcosis have even 
been described. It would appear to be pre- 
ferable to regard the condition as a clinical 
syndrome rather than a disease entity. The 
causation appears to be due to a localized 
weakening or destruction of the acetabu- 
lum which yields to the boring pressure of 
the normal femoral head. Pomeranz,* who 
divides his cases into acute and chronic 
types, holds that ‘‘ the Otto pelvis is an 
atypical but essentially non-specific arth- 
ritis of the hip joint.”’ 

Golding’s* classification is worthy of con- 
sideration. He divides such cases into three 
groups. (1) Caused by growth distur- 
bances. (2) Rheumatic group (a) specific 
(gonococcal) infections (b) non-specific 
infections (c) metabolic arthritides. (3) 
Group including many varieties due to 
gross destructive disease. Considering the 
first group the acetabulum is developed by 
the union of the three pelvic bones by 
means of a triradiate cartilage in which 
centres of ossification appear about the 
12th year. Union occurs about the 16th to 
17th years. Eppinger’s® hypothesis con- 
siders the Otto pelvis to be due to a distur- 
bance of growth affecting this triradiate 
cartilage. Schaap’ believes the condition 
is due to a congenital deformity of the 
acetabulum while Rechtman" goes further 
and maintains that the aetiology of all 
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typical cases is primarily a congenitally 
deep acetabulum resulting from over- 
growth of some element in its development. 
He maintains the protrusion is an acquired 
defect superimposed on a deep acetabulum, 
symptoms only appearing after some 
trauma or infection has aggravated the 
condition. So called typical cases: are 
usually bilateral. The case reported above 
would fit into this group: the initial symp- 
toms appeared at the age of 15 following 
trauma, and the condition was bilateral. A 
gonococcal origin has been stressed by 
Schlagenhaufer,’* Henschen,* Keinbock,'* 
and others. Sloane and Sloane* describe a 
case of acute Otto pelvis in a girl 18 years 
of age in which X-Rays demonstrated the 
onset and rapid development of the aceta- 
bular protrusion. The case was proved 
pathologically to be of gonococcal origin. 
Out of their 106 tabulated cases, however, 
only I3 were assumed or proved to be a 
result of gonorrhoea. In our case there was 
no evidence of gonorrhoea. 

Benda“ draws attention to the fact that 
the Otto pelvis if severe may cause serious 
obstetric difficulties, and Caesarean section 
may even be necessary. There is undoubt- 
edly narrowing of the pelvis in bilateral 
cases and asymmetry in unilateral, but in 
our case obstruction did not occur, and it 
was felt that difficulty in delivery, if any, 
would arise mechanically from the limita- 
tion of movement of the hip joints. This, 
however, did not occur. Further, some of 
the published cases have borne children 
without difficulty, despite the fact that their 
symptoms would lead one to believe that 
the condition was present long before its 
radiological discovery. It would appear 
that, as in the pelvis associated with con- 
genital dislocation of the hip, difficulty in 
delivery is not usually to be expected. The 
rarity of these cases and their usual onset 
in the middle life would also explain why 
little or no notice of this condition as a 
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cause of obstruction in labour has been 
taken. In our case pregnancy did not pro- 
duce any exacerbation of symptoms and 
the X-Ray appearances following parturi- 
tion were unaltered. 

Symptoms in cases of Otto pelvis are 
those of a slowly progressing painful coxi- 
tis, and limitation of movement, particu- 
larly abduction and external rotation, is 
marked. Shortening occurs in unilateral 
cases. The intrapelvic protrusion can 
occasionally be felt per abdomen, and is 
usually easily palpable per rectum or 
vagina. Treatment is seldom mentioned in 
the literature. -Early cases should be 
treated by prevention of weight bearing, 
while in late cases, apart from conservative 
measures, an arthrodesis on one side may 
be necessary if there is little movement and 
pain is disabling. Berg’ recently describes 
a case treated successfully by arthroplasty 
employing a vitallium cap, while in some 
cases an acetabuloplasty as described by 
Smith-Petersen’* might be indicated. 


SUMMARY. 


(1) Pregnancy and labour in a typical 
case of intrapelvic protrusion of the aceta- 
bulum is recorded. 

(2) The aetiology of the condition is 
reviewed. 

(3) The bearing on childbirth is con- 
sidered. 
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A Case of Pseudohermaphroditism 


BY 


Epwarp So.tomons, M.A., M.D. (Dub.), F.R.C.P.1I., M.R.C.O.G. 
Assistant Gynaecologist, Dr. Steevens Hospital, Dublin. 


THE adrenocortical syndrome is charac- 
terized by sexual abnormalities discovered 
at birth, sexual precocity, reversion by 
pubescent and adolescent girls to the male 
bodily figurement, amenorrhoea, hirsut- 
ism, obesity of the face, neck and trunk, 
and hyperglycaemia, as well as cutaneous 
changes such as coarseness of texture and 
acneiform eruptions. 

These changes can be produced by hyper- 
plasia or tumours of the adrenal cortex. 
This can be substantiated by the reversion 
to normal of the patient’s condition after 
removal of a cortical adenoma. 

Werner’ suggests a simple*classification 
of adrenocortical syndrome in which the 
condition occurs in three periods which 
obviously are not distinct from each other, 
and which show definite gradations with 
age as follows: 


Type No. 1. Cortical disturbance 
occurring in embryonal foetal life produc- 
ing pseudohermaphroditism. The external 
genitalia do not show clear cut male or 
female differentiation. There are all 
gradations of development and it may be 
extremely difficult to know the sex of the 
individual. 


Type No. 2. Prepubertal and adolescent 
ccrtical hyperfunctions (hyperplasia or 
tumour) producing pubertas precox in the 
child, with accentuation of the male 
characteristics in the male, and with a 
tendency towards masculinization in the 
female, characterized by enlarged clitoris, 
hypertrichosis, masculine voice, develop- 


ment of male bodily configuration and 
absence of menstruation at or after puberty. 


Type No. 3. Adult cortical hyperfunc- 
tion (hyperplasia or adrenal neoplasm) 
causing masculine type hypertrichosis and 
amenorrhoea frequently associated with 
obesity. 

Adopting this classification the case 
reported here would appear to be an unusu- 
ally good example of Type No. r. 


History. 


J. R. consulted me in September 1942, because 
of her general appearance and “‘ a condition in the 
vulva region.”’ 

The patient was aged 18 and noticed that about 
3 years ago hair commenced to grow all over her 
face, but particularly on the upper lip. This con- 
dition has gradually become more pronounced. 
Shaving has been resorted to for the past year and 
is now necessary about twice a week. She noticed 
also that her external genitals were not normal, 
and that there was complete absence of breast 
development. Menstruation had never occurred. 

The patient is particularly healthy and the only 
illness suffered was measles. Her father and 
mother are both alive and well, as also are her 
3 brothers and 2 sisters, who are perfectly normal 
physically, although none are married. 

The patient is an exceptional athlete, has won 
many athletic competitions, and is capable of 
covering the 100 yards in 11.5 seconds. She plays 
hockey for her school, which has won the Senior 
Schools trophy in Leinster, and I understand she 
is the outstanding player. 

Psychologically she appears perfectly normal for 
her age. She has her natural female friends and 
enjoys going to dances. 
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Examination of the patient revealed a rather 
small adolescent girl about 4 feet 9 inches in height. 
The hirsuties on the face was easily noticeable and 
her voice was of low pitch. Her skin was rather 
coarse and there were a few acne spots on the back, 
but nothing noteworthy. Further examination 
showed the physical structure to be characteristi- 
cally male, with large square shoulders, small 
pelvis and very well developed arms and legs. 
Hirsutism was generally present, but the pubic 
hair was of female distribution. Female develop- 
ment of the breasts was absent and the nipples 
were small. The vulva was present to the extent 
of the labia majora, but the labia minora were 
absent. A well formed clitoris 1% inches in length 
was present and the opening of the urethra was 
just below it. The vagina was completely occluded. 
Swellings indicating the presence of testicles could 
not be felt in the groins. 


X-ray examination. 

Pituitary fossa. Within the limits of normal. 

Skull. Within the limits of normal. 

Kidneys. Films taken 5, 15 and 20 minutes after 
injection of Uroselectan show function in both 
kidneys to be good with a double ureter and pelvis 
on the left side. Calices of both kidneys within 
the normal limits. It was not possible to demon- 
strate any undue enlargement of the suprarenal 
glands, and there is no displacement of either 
kidney. 

Pelvis. Of male type. 

Urine. Specific gravity 1018. Acid; no albumin; 
no sugar or acetone; no pus, blcod, crystals or 
casts. 

Urinary hormone excretion. The patient in two 
separate consecutive 24 hour specimens of urine, 
excreted the enormous amounts of 125 and 109 
mg. of 17 ketosteroids. Anything over 40 mg. is 
highly significant of either an adrenal tumour, or 
gross hyperplasia. She also excreted 36 mg. of 
sodium pregnandiol glycuronidate in a 24 hour 
specimen. This figure is comparable to the amount 
which might normally be found in pregnancy. 


Recently Patterson* has shown that the 
ketosteroid output indicates very high 
excretion rates. At a pre-pubertal age it 
is impossible to differentiate between adre- 
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nal hyperplasia and an adrenal tumour 
solely on the basis of the ketosteroid output. 


Blood. Normal, i.e., haemoglobin (Sahli), 95 per 
cent; red-blood cells, 4,800,000 per c.mm. Whites, 
9,800 per c.mm.; colour index, 1.0. 

Differential count. Polymorphs 69; lympho- 
cytes 22; monocytes 7; eosinophiles 1, and baso- 
phile 1. 

Red cells, normal in size and shape. 


Blood sugar I1l0 mg. per I00 C.Cc. 


On October 15th, 1942, laparotomy was per- 
formed. Inspection of the pelvic organs disclosed 
an infantile but formed uterus with normal liga- 
mentary attachments, all equally underdeveloped. 
The Fallopian tubes were also normal, but very 
small. A large oval shaped ovary was situated on 
each lateral pelvic wall and did not show any 
evidence of ovulation having ever occurred. The 
adrenals were palpated and did not contain any 
abnormal tumour, but appeared to be consider- 
ably larger than normal. As the appendix con- 
tained several concretions it was removed, and a 
small piece of the right ovary was removed for 
microscopic examination. The abdomen was 
closed and an attempt was then made to demon- 
strate the presence or absence of a vagina. A metal 
catheter having been inserted into the urethra, the 
tissue below it was incised to a depth of about 
2 inches, but evidence of a vagina could not be 
found. 

Postoperative convalescence was uneventful 
except for retention. of urine during the rst week. 

Examination of the piece of ovary showed 
normal stroma containing a small follicular cyst. 
There was no evidence of corpora lutea, or corpora 
albicantes. In the cortical portion were numerous 
primordial follicles. 


Before leaving the nursing home the 
patient was told that she was a female, but 
that marriage would be inadvisable, as she 
could never menstruate, still less could her 
marriage be consummated. She desires 
to take up medical studies and this was 
strongly encouraged. 
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A CASE OF PSEUDOHERMAPHRODITISM 
CONCLUSIONS. 


1. Acase of pseudohermaphroditism has 
been presented. 

2. The condition was due to bilateral 
hyperplasia of the adrenal cortex and 
started in embryonal foetal life. 
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Torsion of Pregnant Uterus 


BY 
W. Jonas, M.D. (Heidelberg). 


PATHOLOGICAL torsion of the uterus during 
pregnancy seems to be a rare complication. 
The obstetric textbooks—if at all—mention 
it briefly. On the other hand, diagnosis of 
the condition, which should be made early 
enough to assure the proper and timely 
treatment, generally evades our recogni- 
tion. It is for these reasons that it seems 
justifiable to report on one such case. 


CasE HIsTorY. 


The patient, 30 years old, pregnant for 
the first time, menstruated last on March 
2oth, 1942. A pregnancy test, performed 
in May, was positive. She complained of 
slight backache and frequency of micturi- 
tion until July 4th when she suddenly 
commenced to bleed, and it was for this 
reason that I was called in on July 5th. 

As a child, before puberty, she had suf- 
fered from colitis. Her menstruation 
commenced at the age of 14 years and 
had been regular, but the loss- was 
scanty. She had-suffered from backache 
which 2 years ago led her to consult a 
gynaecologist on two occasions. A retro- 
flexed uterus was found and operative 
treatment was suggested with particular 
regard to possible future pregnancies. 

She was now complaining of pain, spread- 


ing from the middle of the lower abdomen to . 


the left breast; slight giddiness and increas- 
ingly frequent micturition so that during 
the night she had sometimes to get out of 
bed four or five times. 

The general condition of the patient was 
good, her complexion healthy; her tem- 
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perature normal; the pulse strong and slow. 
The blood-pressure was 110/70 and the 
urine free from albumin and sugar. 

On examination, the abdomen was soft 
and there was no tenderness. The fundus 
uteri which should have been at the level 
of 3 fingers above the symphysis pubis 
could not be felt. 

On vaginal examination, there was slight 
loss of fresh blood from the vagina. It was 
hardly possible to reach the cervix uteri 
which lay high up behind the upper border 
of the symphysis. The external os was 
closed. A soft tumour, apparently directly 
connected with the cervix, filled the pouch 
of Douglas. Its size corresponded to that 
of a pregnant uterus of 4 months duration 
and appeared to be a pregnant organ fixed 
in backward displacement. Both utero- 
sacral folds were felt as tight cords. 

After passing a catheter, which proved 
that there was no retention of urine, the 
examination was repeated with the patient 
under ether anaesthesia in order to attempt 
to replace the uterus. This attempt was 
unsuccessful and I gained the impression 
that adhesions prevented the liberation of 
the uterus, but, when the abdominal walls 
were relaxed, I could feel a projection 
arising from the anterior wall of the uterus 
which was of harder consistence and the 
size of a fist. 

A diagnosis of retroflexion of a 4 months 
pregnant uterus with sacculation of the 
anterior wall, was made, despite the fact 
that it_was rather early in the pregnancy 
for the formation of a sacculation. A pos- 
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TORSION OF PREGNANT UTERUS 


sible malformation of the uterus could not 
be excluded. 

It was decided to keep the patient under 
observation for the following reasons : 

Her satisfactory general condition. 

The very slight degree of bleeding. 


The apparent presence of sacculation and . 


the refusal of the patient to undergo 
an operation. 

Daily injections of corpus luteum hor- 
mone were administered and the bleeding 
stopped for a few days but recommenced, 
and on July 26th the haemoglobin was 
only 50 per cent. A second opinion was 
obtained and operation was_ urgently 
recommended. 

Operation .was performed on July 30th 
under gas-ether anaesthesia. After open- 
ing the peritoneum in the middle line the 
uterus presented in the wound and one 
ovary, Fallopian tube, and a_ poorly 
developed round ligament were seen to be 
close to the right border of the incision. 
The other appendages were not found. 


Another tumour could be felt in the depth’ 


of the pouch of Douglas which was slightly 
larger than the first. It was of a blueish 
red colour, separated from the other by a 
shallow arcuation. It was fixed by thin 
adhesions which could easily be separated. 
When this tumour was lifted up it had to 
be twisted clockwise by 90 degrees before 
the left appendages could be seen. These 
were fixed with the tumour in the pouch of 
Douglas. It was then evident that the 
condition was caused by torsion to the left 
af a bicornuate uterus by 90 degrees, the 
‘actual site of the torsion being the lower 
uterine segment, and that its left horn, 
which contained the pregnancy, was fixed 
in the pouch of Douglas. 

To prevent a recurrence of the torsion, 
the round ligaments were shortened by 
duplication. 

The first days after the operation were 
uneventful. Bleeding decreased. On the 


367 
5th day the membranes ruptured and a 
foetus of 6.5 inches was expelled. As the 
bleeding then increased it was necessary to 
separate the placenta, which was attached 
to the left wall of the left horn. The patient 
recovered quickly and was discharged on 
the 19th day following the operation. 


PATHOLOGY. 


In discussing the factors responsible for 
the origin of a pathological torsion, a dis- 
tinction must be made between predispo- 
sing and initiating causes. In determining 


* the last mentioned in the first instance, 


there are several theories put forward to 
explain the mechanism of torsion as it 
occurs in pedunculated organs or tumours 
which may be applied to the pregnant 
uterus. There is a concensus of opinion 
that the transmission of body movements 
plays an important part in activating the 
torsion. Contractions of abdominal mus- 
cles or the filling degree of neighbouring 
organs, that is, bladder and intestines, 
might contribute to this mechanism. Cases 
taken from veterinary obstetrics in which 
torsion of the pregnant uterus is not infre- 
quent, confirm this conception. In actual 
fact, the condition was first described by 
an Italian veterinary surgeon in the year 
1662. It would appear, however, that the 
importance of the intrinsic muscles is over- 
looked, particularly in this case of retrover- 
ted partially fixed bicornuate uterus where 
it is possible that the contractions of the non- 
pregnant horn might have been the main 
activating factor, just as in self-replace- 
ment of a retroverted pregnant uterus, 
contractions of the muscular organ as well 
as the enlargement of the uterus are the 
main factors responsible for the eventual 
forward position. 

In considering the predisposition to 
torsion, X-ray photographs taken - after 
utero-salpingography with Neo-Hydriol 
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give asatisfactory explanation. They show 
the retroverted bicornuate uterus 3 months 
after the operation, and give an idea how 
narrow and elongated the cervix is com- 
pared with the width of the bicornuate 
body. Taking into account the softening of 
the lower segment during pregnancy and 
the poor development of the muscular and 
fibrous attachments, it is evident that this 
abnormal, unilateral uterus shows a high 
degree of mobility. In addition, the 
haemodynamic principle may have played 
a certain part in the mechanism of the 
rotation owing to the special conditions of 
the blood supply and the vascular changes 
associated with pregnancy taking place in 
the larger pregnant horn. The adhesions 
which fixed the pregnant horn within the 
pouch of Douglas were yet another factor 
contributing to the condition of torsion. 


DIAGNOSIS AND TREATMENT. 


The correct diagnosis of this case was not 
made before the operation. Apart from the 
special condition of backward displace- 
ment, which was misleading, the reports 
of all cases published so far show that 
torsion of the pregnant uterus is very 
seldom recognized before it is proved by 
operation. This ‘fact is probably due 
partly to the apparent infrequency of the 
complication, but chiefly to the lack of 
characteristic symptoms. Differential 
diagnostic deliberations which had to be 
considered and excluded in our case were: 

Ectopic pregnancy. 

Pregnancy with ovarian tumour im- 

pacted in pelvis. 

Retroflexion of pregnant uterus with 

fibroid in the anterior wall. 

The bleeding apparently was not due toa 
premature separation of the placenta, as 
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the manual removal of the placenta proved, 
but was caused by the venous congestion. 

The importance of uterus-torsion should 
not be under-estimated when it is realized 
that an exaggeration of the physiological 
dextro-rotation or a pathological torsion 
may be involved in some cases of threaten- 
ing abortion, attacks of abdominal pain 
during pregnancy and premature separa- 
tion of the placenta, particularly if the 
uterus contains fibroids or shows any other 
abnormality of its shape. This is reason 
to attribute more importance to this compli- 
cation. 

Although surgical interference in this 
case was delayed not only by the refusal 
of the patient, but also by the fact that 
certain signs seemed to indicate the pos- 
sibility of self-correction, it should be 
emphasized that in every case of suspected 
torsion, surgical treatment is necessary. A 
few cases are reported in which spon- 
taneous rectification took place, or replace- 
ment under anaesthesia was successful, 
but it is very doubtful whether these cases 
actually belonged to the category of a 
pathological uterus-torsion. 


SUMMARY. 


A report is given of a case of pathological 
torsion in a retroverted bicornuate pregnant 
uterus. 

The mechanism of torsion, its diagnostic 
difficulties and the treatment are discussed. 
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Chromophobe Adenomata of the Hypophysis Cerebri 
BY 
G. GorpDoNn LENNON, M.B., Ch.B., M.R.C.O.G. 


Assistant to the Nuffield Department of Obstetrics and Gynaecology, 
University of Oxford. 


IN a series of 50 hypophyses examined 
macroscopically and microscopically 6 
adenomata of chromophobe type were dis- 
covered. None of these adenomata had 
been diagnosed clinically. 


REVIEW OF LITERATURE. 


In reviewing the literature I was struck 
by the comparatively little attention that 
has been paid to these adenomata. There 
is, however, one admirable report of an 
investigation into these tumours by Nor- 
man M. Dott and Percival Bailey’ work- 
ing in conjunction with Harvey Cushing. 
Their study was the result of a review of 
clinical records of 162 cases with verified 
hypophyseal adenomata correlated with 
histological examination. They state that: 


The chromophobe adenoma is associated with 
evidence: of glandular insufficiency. It is by far 
the commonest tumour, our series containing 107 
examples. On a structural basis two types are 
perhaps deserving of mention. (1) Those in which 
the columnar structure of the normal hypophysis 
is maintained in greater or lesser degree. (2) Those 


’ consisting of a mass of cells without architectural 


arrangement and containing very little connective 
tissue stroma. 


Loewenstein® who has made a careful 
study of the site of origin of hypophyseal 
adenomata, states that: 

They are encountered most frequently in one of 


three situations in early stages of their develop- 
ment. (1) In the pars intermedia; (2) in the periphe- 
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ral part of the pars distalis; and (3) in the vicinity 
of the stalk (pars tuberalis). It.isin these parts that 
the chromophobe cells predominate; and the fact 
that they are embryologically the least highly 
differentiated cells of the hypophysis perhaps 
explains both the frequency with which adeno- 


_ mata originate in these places and the predominance 


of the chromophobe type of tumour. 


Dott and Bailey found that hypophyseal 
adenocarcinomata are rare, and they are 
of the opinion that.‘‘ possibly the chromo- 
phobe cells, being less highly specialized 
forms, are more prone to malignant trans- 
formation than are the eosinophilic or 
basophilic elements.”’ 


PERSONAL OBSERVATIONS. 


Six adenomata were observed. Five of 
these were chromophobe, and one was 
adenocarcinomatous. The age of incidence 
varied from 36 to 72 years. 


Adenoma A. 

This tumour was found on horizontal 
section of the hypophysis. It was white in 
colour (photograph Ar) and measured 
7mm. x 8 mm., while the hypophysis 
itself measured I5 mm. x'I3 mm. x IO 
mm. Microscopically, the tumour consisted 
of typical chromophobe cells with scanty 
cytoplasm, poorly developed cell wall, and 
vesicular nuclei. There was an attempt to 
form columns and groups of cells. which 
were supported in a well marked reticular 
tissue (photograph A3). 
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Adenoma B. 

On horizontal section of the ippadietit a 
greyish area 2.5 mm. in diameter was seen 
close to the pars intermedia. This corres- 
ponded microscopically to an adenoma 
(photograph Bz) chromophobe in type, 
showing little attempt to reproduce. the 
architectural arrangement of the anterior 
lobe. 


Adenomata C, D and E. 

These were recognized only on micro- 
scopical examination of sections of hypo- 
physes (photographs C1, Dz, E?). 
Adenoma C (photograph C2) showed the 
best attempt by any of the adenomata to 
imitate the normal structure of the anterior 
lobe of the hypophysis. 


Adenoma F. 

This tumour measured 7 mm, x I2 mm. 
x I0 mm., and the. hypophysis itself 
measured I5 mm. x 20 mm. x IO mm. 
Microscopically the adenoma was diag- 
nosed as being of a malignant chromophobe 
type (photograph F2). 

A striking feature of all these adenomata 
is the lack of capsulation of the tumour, yet 
there is, both macroscopically and micro- 
scopically, a definite edge where normal 
anterior lobe tissue ends and tumour tissue 
begins. This is well seen’ in the accom- 
panying photographs. The photograph 
Er at first suggests that the adenoma has 
a definite fibrous capsule, but this is 
explained by the section’s passing through 
the anterior lobe at a point where the 
tumour has grown outside, and come to 
overlap that lobe. 


DISCUSSION. 


I attempted to associate the presence of 
these adenomata with signs of hypophyseal 
malfunction. |The medical © histories, 
clinical findings, and postmortem reports 
of each case were scrutinized for any fact 
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that might suggest a diminished function- 
ing of the hypophysis. No single feature 
was found that would have led to a diag- 
nosis of the presence of these adenomata 
during life. Further, each hypophysis was 
sectioned serially, and examination did not 
show .any difference in microscopical 
appearance, apart from the presence of 
the adenoma, in comparison with the 
appearances presented by a whole series of 
normal hypophyses similarly examined. 
Indeed, adenoma D (photograph D1) was 
found in the hypophysis of a woman who 
died of pneumonia 5 days after labour, and 
this hypophysis showed the usual physio- 
logical enlargement of the pregnant state. 
The relevant questions to be answered are: 
‘Do the adenomata here described, apart 
from the malignant one, represent a quies- 
cent state in the cells of the anterior lobe, 
or are they early stages of growths that 
would have given rise to clinical manifesta- 
tions had the patients lived? The first part 
of the query is prompted by the fact that 
chromophobe cells give rise to the eosino- 
phil or basophil cells, and that the process 
may be reversible.*:* Moreover, de Beer’ 
has shown that a ‘‘ basophil area,’’ similar 
in all descriptions to a basophil adenoma, 
occurs in the normal anterior lobe of the 
hypophysis of the ox, so that there may be 
such a thing as a ‘‘ normal adenoma.’’ The 
absence of associated clinical manifesta- 
tions supports this idea. But the 6 adeno- 
mata described do not show the normal 


architectural arrangement of the cells of the 


anterior lobe, and one has undergone 
malignant change. For this reason they 
must be regarded as true tumour forma- 
tions, in an early stage because of the 
absence of related clinical features. 


SUMMARY. 


I. Six chromophobe adenomata of the 
anterior lobe of the spe are des- 
cribed. 


At. Hypophysis cut in half horizontally 
Whitish area shows adenoma. x 
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2. These adenomata were found acci- 
dentally on postmortem examination, and 
had not given rise to any clinical features. 

3. They are regarded as early tumour 
growths. 
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Obituary 


Harold Beckwith Whitehouse 


THE news of Beckwith Whitehouse’s death 
on July 28th came with tragic suddenness 
to his many friends, and his early demise 
at the age of 60 leaves a blank in British 
gynaecology, and especially in Birming- 
ham and the Midlands, which it will be 
difficult to fill. 

Active to the end and still carrying his 
full load of work he collapsed as he was 
walking to the train after the meeting of 
the British Medical Association at which he 
had returned thanks for having been re- 
elected President, in a grateful little speech 
and apparently with his usual vigour. He 
was taken to University College Hospital 
where he rallied for a short time and even 
spoke of returning home by a later train, 
but a second and fatal attack followed and 
he died, as he would have wished, in 
harness. Mercifully for his family he had 
had a premonitory attack of angina, and 
so the blow, heavy though it was, was not 
altogether unexpected. 

If he had been content to resign his 
appointments and to become a semi- 
invalid life might have been prolonged, but 
to a man of his activity, bubbling over with 
vitality and absorbed in his work, to be laid 
on the shelf while the tide of life rolled past 
could have presented few attractions. 

Born in 1882 at Ocker Hill, Tipton, one of 
the Staffordshire iron towns, and only nine 
miles from Birmingham in which he was 
to spend his professional life, he went to 
Malvern College and then passed to St. 
Thomas’s Hospital for his medical training. 

-His student career was a brilliant one. 
He was entrance Science Scholar in 1901 


and William Tate Scholar in 1902. In 
1906 he graduated M.B., B.S., London, 
and was awarded the Sutton Sams Memo- 
rial Prize for work in obstetric medicine 
and diseases of women. 

After qualifying he held posts as House 
Surgeon in a general surgical ward and in 
the obstetric and gynaecological depart- 
ment, and in 1908 took the M.S., London, 
with honours and qualified for the gold 
medal in surgery, and in the same year 
became a Fellow of the Royal College of 
Surgeons. 

In 1908 he was appointed Honorary 
Assistant Obstetric Officer to the Bir- 
mingham General Hospital and so began 
his long connexion with this city which was 
to end only with his death. From the time 
of Lawson Tait, Birmingham has been one 
of the leading centres of obstetrics and 
gynaecology. Many famous names are 
associated with it and Whitehouse was 
soon to show that he was a worthy succes- 
sor. 

On the retirement of Prof. Thomas 
Wilson in 1921 he was promoted to the full 
staff of the General Hospital and at a later 
date carried this appointment to the New 
Queen Elizabeth Hospital, formed from the 
amalgamation of the General and Queen’s 
Hospitals. He was also surgeon to the 
Maternity Hospital in Loveday Street. 

For many years he was a member of the 
staff of the Birmingham University, first as 
assistant lecturer to Prof. Thomas Wilson, 
upon whose retirement in 1924 he was 
appointed to the combined chair of obstet- 
rics and gynaecology. From the first he 
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threw his great energy and personality into 
his clinical and teaching work, and soon 
acquired a wide reputation. What leisure 
he had in those early days was devoted to 
the study of pathology and research work. 

Uterine haemorrhage was _ his first 
attraction and he contributed much to the 
elucidation of a complicated and difficult 
subject not yet completely solved. 

In 1912 he was Hunterian Professor at 
the Royal College of Surgeons and lectured 


upon ‘‘ The Physiology and Pathology: 


of Uterine Haemorrhage.’’ 

In 1920, at the invitation of the Birming- 
ham University, he gave the Ingleby 
Lectures, again on his favourite subject 
Uterine Haemorrhage.”’ 

Uterine haemorrhage, however, was not 
the only subject which interested him and 
he wrote with knowledge and power upon 
many subjects connected with his branch of 
medicine. 

His views were always sane and based 
upon sound premises and he soon built up 
a reputation as one of the leaders of British 
obstetrics and gynaecology. In 1935, when 
at the height of his professional activities, 
he found or made time to edit the fourth 
edition of Eden and’ Lockyer’s well-known 
Gynaecology. In the light of recent 
knowledge many sections were completely 
rewritten and new ones were added. Only 
a man of amazing vitality and powers of 
concentration could have done this and 
done it so well amidst the heavy calls and 
distractions of his professional life at that 
period. 

Perhaps as a clinician he was at his best. 
At the General Hospital, the new Queen 
Elizabeth Hospital and the Maternity Hos- 
pital, he had ample clinical experience and 
good use he made of it. 

A cool, calm operator, he performed his 
task without fuss and flurry, getting the 
best out of- his assistants and surprising 
onlookers, when they glanced at the clock 
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and found that these quiet proceedings had 
taken so short a time. Careful and 
methodical in diagnosis he had made up his 
mind beforehand what he intended to do, 
though when the unexpected was found he 
rapidly made a decision. It was a joy to 
watch a real master at work. 

His patients, however, never became 
mere material upon which to exercise his 
skill. A naturally generous and sympa- 
thetic nature had been broadened and 
deepened by contact with suffering and 
every patient, hospital or private, received 
in full measure his sympathy and considera- 
tion. 

In addition to his heavy commitments in 
Birmingham he was consultant to many 
hospitals in the surrounding area, the Lucy 
Baldwin Maternity Hospital; Hammer- 
wich and Sutton Cottage Hospitals; the 
Smallwood Hospital, Redditch; the Guest 
Hospital, Dudley; Walsall and Nuneaton 
General Hospitals; and the Worcester- 
shire County Council. He was never hap- 
pier than when working at high pressure 
and he did much to improve the midwifery 
practice in this area. “It was, however, 
performed at a great price, the expenditure 
of time and energy which had it been con- 
served might have avoidéd this tragic 
shortening of his career. It did, however, 
bring him into contact with large numbers 
of people, widened his knowledge and 
broadened his sympathies and made him, 
in a degree which falls to few medical men, 
one of the acknowledged leaders of his 
profession in his own area. 

As was generally expected, when the 
British Medical Association decided to hold 
its annual meeting of 1940 in Birmingham, 
Whitehouse was selected by the local pro- 
fession for the high office of President. 
Unfortunately the outbreak of war pre- 
vented this meeting from being held, but 
he was re-elected annually, as was Clifford 
Albutt in the last war, in the expectation 
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that when peace was declared he would 
preside and display to a wider circle his 
kindly hospitality and pee of organiza- 
tion. 

In 1930 the Gian of British Obstetrics 
and Gynaecology was held in Birmingham, 
over which he presided. This Congress 
was a great success, due largely to. his 
careful organization and to his general 
supervision. 

His teaching was clear, logical, and based 
on a sound foundation of physiological and 
clinical experience. Young men interested 
him and he was never happier nor showed 
better his qualities of heart and mind than 
when in theircompany. 

From the earliest days. of his staff 
appointment he not only entertained his 
house surgeon to dinner, but continued to 
invite him year after year until at last-the 
company became too large for private 
entertainment and a club was formed. He 


told me himself of these annual dinners and . 


how much he enjoyed them, meeting-year 
after year young. men whose early footsteps 
he had guided and whose career into middle 
life he had watched with affectionate care. 
To these men he was truly guide, philoso- 
pher and friend. 

From his earliest days Whitehouse played 
a full part in public affairs and gave freely 
of his time and energy. 

At first he was a regular attendant at the 
meetings of the obstetric and gynaecolo- 
gical section of the Royal Society of Medi- 
cine, of which he became a Vice-president, 
and of the Midland Obstetrical and Gynae- 
cological Society over which he eventually 
presided. 

Later, as his work and interests became 
concentrated more and more in the Mid- 
lands, he was not seen so often in London, 
though his old friends had hopes that when 
his term as President of the British Medical 
Association terminated we might persuade 
him to resume some of his old interests. 


In 1914, within a fortnight of the out- 
break of war, he was in France as officer in 
charge of the surgical division and surgical 
specialist to the No. 8 General Hospital, 
Rouen, and later of the No. 56 General 
Hospital, Etaples. 

After this interlude he threw himself 
with redoubled zest into his own work. He 
was examiner in obstetrics and gynaecology 
at different times to the Royal College of 
Surgeons and the Universities of Sheffield, 
Bristol and Leeds, and also under the 
Central Midwives Board. 

For four years he served as a member of 
the Radium Commission. He was well 
aware that radium is a double-edged 
weapon which may produce much harm 
unless used by skilled hands. He believed 
that in gynaecological cases it should be 
applied by a gynaecologist and in a pam- 
phlet he set out the risks arising from its 
injudicious use. 

An early if not original member of the 
Gynaecological Visiting Society , founded in 
IgII, he appears. as a member -in the 
minutes of the first. meeting to be held in 
Birmingham in 1913. By a curious chance 
the last meeting of this society in 1938 was 
again held in Birmingham, when White- 
house was the genial host and chairman. 

At the meetings of this society, sometimes 
at home, sometimes abroad, in the com- 
pany of a small group of contemporaries, 
all keenly interested in their work but 
enjoying in their leisure good comradeship, 
good entertainment, and good-natured 
banter, when stiffness and restraint are 
discarded and: men reveal themselves in 
their true colours, Whitehouse was at his 
best. His appreciative chuckle at the good 
things provided or at a joke whether against 
himself or any other member, will long 
be held in affectionate remembrance. I 
can only recall one period of depression, 
when the hotel scales unexpectedly regis- 
tered a gain of a stone. So deep was the 
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gloom that we had to confess that a friend 
standing behind him had added some pres- 
sure to the scales. 

In 1933 he visited the United States at 
the invitation of the American College of 
Surgeons and was made an Honorary 
Fellow of that college and also an honorary 
member of the Canadian Medical Society. 
When the first proposals were put forward 
in 1924 to found what is now the Royal 
College of Obstetricians and Gynaecologists 
he was an enthusiastic supporter. To 
provide a definite portal of training and 
examination for those who wish to practice 
this branch of medicine and to prevent, 
what at that time seemed possible, the 
separation of obstetrics from gynaecology, 
appealed strongly to him. In the five 
years during which we struggled for recog- 
nition he was of great service, and when 
the college was registered in 1929 he became 
a member of its first Council. Since he 
left the Council in 1937, and especially 
during the war period when his energies 
were more and more confined to his own 
region, the college unfortunately saw less of 
him. What made matters worse was his 
disregard of correspondence and the neces- 
sity of a long and costly telephone conver- 
sation if an early reply was required.- In 
council he intervened only when he hada 
definite contribution to make and then 
stated his views ‘firmly and clearly but 
generally ended with a little chuckle which 
removed any feeling of antagonism from 
those whose views he opposed. He was 
always listened to with respect and he 
wielded great influence. 

In the birthday honours list of 1937 his 
name: appeared as a Knight Bachelor, 
and it was hailed as a fitting recognition of 
the work he had done in the Midlands and 
of the position he had carved for himself 
in British obstetrics and gynaecology. 

In 1909 he married Miss Madge Rae 
Griffith of Birmingham who with two sons, 
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one of whom is a member of our profession , 
and a married daughter is left to mourn 
him. Like so many successful men he 
owed much to a happy home life where 
he could relax and forget for a time the 
heavy burden he carried. Here he indulged, 
as much as his busy life would allow, his 
love of gardening, entomology and music. 
As a writer, clinician, and teacher, he had 
a great reputation, and it will be long ere 
his place is filled, and to those who knew 
him best his loss will be most felt. A 
staunch and loyal friend, always ready to 
give a helping hand to the young and those 
not so successful as himself: endowed with 
a clear brain and forceful personality 
which was ever at the command of any 
object which elicited his sympathy, and a 
boundless energy which was used unstint- 
ingly on whatever object he had in hand. 
A cheerful and hospitable. nature which 
attracted many friends: he will be greatly 
missed, 

To Lady Whitehouse and his family we 
extend our sincere sympathy in their great 
sorrow and to the Birmingham school in 
its great loss. 

WILLIAM FLETCHER SHAW 


As one who has received many kindnesses 
from Sir Beckwith Whitehouse over many 
years, and who has had intimate friends 
among his patients, I should like to add 
my tribute as a woman to the esteem and 
appreciation in which he was held. 

He had a rare understanding of women 
in their strength and in their sufferings and 
I feel that we have not only lost a generous 
friend but one on whom we had learned 
to rely and to whom we could always look 
with confidence in our times of difficulty. 
He Has left us, and carries with him the 
lasting gratitude of thousands of women in 
every walk of life. 

Dear Becky ! We thank you ! 

Lucy BALDWIN OF. BEWDLEY 
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ALTHOUGH it is some I4 or 15 years since 
I last saw Beckwith Whitehouse, the 
announcement in The Times of his sudden 
death in London after presiding at a meet- 
ing of the British Medical Association came 
as a terrible shock to me, for despite the 
fact that we were unable to visit each other 
letters at Christmas kept the friendship 
alive. That friendship went back for more 
than a quarter of a century, to the days of 
Whitehouse’s early married life when he 
did me the honour of asking me to be the 
godfather to his eldest child. 

Looking back over that long period of 
years and trying to sum up in a few words 
the things which impressed me mostly in 
the character of my friend I am led to 
realize that he was one of the most generous 
and unselfish men I have ever met, his 
happiness consisted in using his vast 
energies in the service of other people, and 
this wonderful trait showed itself not only 
in large affairs but in all the small things 
of daily life, for example: he did not play 
golf himself but, on occasion, he not only 
made a point of getting a match for his 
guest but followed the whole round him- 
self as a compliment to his visitor. As 
co-examiners in the University of Birming- 
ham, after our work was done he would 
always devise some special treat, such as 
a pre-arranged dinner at the ‘‘ Lygon 
Arms,’’ Broadway. This would be at the 
end of a hard day’s work, involving a drive 
of some 40 miles into Gloucestershire. On 
the last of these occasions my wife and I 
were driven to his lovely country house, 
which was then in Shropshire, where he 
allowed his knowledge of horticulture full 
play, and I shall never forget the glorious 
display made by his beds of Iris. 

It was always a regret to me that When 
he visited Plymouth in 1935 with Cuthbert 
Wallace and Russ for the Radium Commis- 
sion he was unable to come on to Penzance 
to see my collection of flowering shrubs 


376 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


and other botanical treasures dear to his 
heart, but although his letters lying before 
me at the moment speak of his desire and 
firm intention to-see what the Cornish clim- 
ate can do in the way of arboriculture that 
pleasure was denied to him. 

A letter of his which I particularly value, 
because, though soiled thereby it other- 
otherwise escaped the conflagration when 
my cottage was burnt down, tells of his 
visit to Vienna and Budapest in 1935 with 
the G.V.S. and of meeting some friends I 
had made when working with Wertheim 
in Vienna many years before. The man 
who impressed him most was Schiller. 
When our publishers wanted a fourth 
edition of. Eden and Lockyer’s Gynae- 
cology, my colleague and I having both 
retired from practice, it seemed only natural 
to me that, with the approval of Eden, I 
should ask my friend Beckwith Whitehouse 
to undertake the task of editorship; his 
acceptance and the two years hard work 
he devoted to it greatly enhanced the 
value of our textbook. 

The surprise and shock which his sudden 
death caused his friends and acquaintances 
was very terrible indeed within his family- 
circle, despite the fact that the life he had 
led since the outbreak of war was, to use 
his daughter’s own expression, ‘fantastic.’ 
She says ‘‘he never came home till past 
eleven and was off again in the morning 
before eight; we never saw anything of 
him.”’ 

His passing-out laden with heavy toil 
and responsibilities is an impressive and 
memorable example of a true war-casualty, 
for in utter unselfishness he laid down his 
life for others. . 

CUTHBERT LOCKYER 
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OBITUARY 


Ix Harry Whitehouse, as he was known by 
his friends, one of the most brilliant men 
of our day has been lost to us. I am un- 
able to speak with authority of his eminence 
in his profession, though one of his most 
attractive characteristics was his willing- 
ness to talk of the scientific aspect of his 
calling to any humble learner in the fields 
of knowledge. What better could one ask 
for than that a man should talk. of the 
things he understands? I often wonder 
why it is that those who know are so little 
apt to talk of the things they know, as 
those are the things one wishes to learn from 
them. Conversation is the medium through 
which we get to know our friends, and to 
talk with Harry Whitehouse was to gain 
an insight into a mind that was stored with 
limitless riches. Were I to look for the 
phrase that seemed best to convey the secret 
of his charm as a talker, I would probably 
find it to be the universality of his outlook. 
-He was never the mere specialist. There 
was no field of science or art that he was 
not ready to explore with boundless enthu- 
siasm. It was his breadth of outlook that 
gave weight to the expression of his views 
upon whatever the subject of talk might be. 
He had at the same time the true humility 
that distinguishes a fine mind. He was ever 
a learner and adding to his accumulation 
of intellectual gain and spiritual wealth. 
He and Lady Whitehouse were the most 
charming of hosts, whether at Edgbaston 
or at their beautiful country seat in Mon- 
mouth. The warmth of their welcome, the 
generosity of their hospitality and the fine 
taste shown everywhere in their surround- 
ings made a visit to their home an experi- 
ence that lived in the memory. There was 
much too to delight the eye which might 
range from a fine piece of Jacobean furni- 
ture to a choice majolica dish of the Italian 
Renaissance. Nor was the art of to-day 
unrepresented as would appear from some 
splendid watercolours by one of the most 
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distinguished of our living painters. Their 
home was moreover an entomologists 
paradise, the collection of British butter- 
flies and moths being one of the finest that 
has ever been brought together. It was 
one exceptionally rich in rare species and 
outstanding varieties. 

The pursuit of entomology was- the 
recreation in which Beckwith Whitehouse 
delighted more than any other. Many a 
time have I watched with him round a 
collector’s lamp until break of dawn. His 
excitement when an uncommon species was 
attracted to the light gave evidence of the 
spirit of, youth that was always in him. A 
side of entomology that also particularly 
interested him was the scientific breeding 
of macro-lepidoptera ; a sphere in which he 
was highly expert and obtained remark- 
able results. One of his achievements in 
this direction was the breeding of about a 
hundred specimens of the extremely rare 
and beautiful ‘‘ Clifden Nonpareil ’’ moth 
(Catocala fraxini), a female of which he 
had the good fortune to capture. An 
account of his experiences in this process 
was published in The Entomologist. He 
was also the captor of an example of the 
Alchymist’’ (Catephia alchymista), as 
well as of several specimens of Apamea 
zollikoferi, both insects of the utmost 
rarity in this country. He delighted in 
nature in all her manifestations, and his 
keenness as a gardener was hardly second 
to that as an entomologist. 

Beside all this he was a man of the world, 
and the alertness of his mind and the charm 
of his manner made him at once an out- 
standing figure in whatever society he 
might find himself. Above all he was the 
kindest and most generous of men. 


ARCHIBALD G. B. M.V.O., 
LANCASTER HERALD OF ARMS 
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In spite of the eminent position Beckwith 
Whitehouse attained in his profession, he 
was seen at his best when at home with his 
family, when forming one of a shooting 
party or when engaged in entomology and 
gardening. 

It is impossible to imagine a more gener-. 
ous host; nothing was too good for his 
guests whose welcome was such that they 
might have been excused if they had 
fancied themselves one of the family. 

An original member of the Gynaecolo- 


gical Visiting Society his presence at its 
meetings was always regarded with the most 
pleasurable anticipation, since he had that 
wonderful trait of making friends and re- 
taining them no matter whether their res- 
pective opinions on many subjects were in 
agreement or otherwise. 

Most willing to assist any deserving 
object or person, the sum total of his great 
generosity will never be known. His was 
indeed an unconquerable spirit. 


CoMYNS BERKELEY. 


1 
i 
‘ 


‘ 
‘ 
- 


REPORTS ON HOSPITALS AND DEPARTMENTS 
OF PUBLIC HEALTH 


THE NOWROSJEE WADIA MATERNITY 
HOSPITAL, BOMBAY. NINETEENTH 
ANNUAL REPORT FOR THE YEAR 

ENDING, 1941. 

Tus 19th annual report records that the number. of 
births increased from 5,091 in 1940 to 5,813. This 
increase imposed a severe strain on the medical 
and nursing staff, but that the work was 
efficiently carried gut is undoubted, as is evident 
from the records. Details of the year’s work are 
recorded in tabulated form; one notes the low 
forceps rate of 1.6 per cent, and the high incidence 
of craniotomy, namely 0.6 per cent’ The mor- 
tality-rate of 20 per cent for eclampsia is high, 
routine treatment was carried out in each case, but 
details are not given of the method employed. 
Ninety-one cases of placenta praevia are given, 
all are stated to be postnatal which is a little con- 
fusing. There seems little advantage in working 
out the maternal mortality-rate as a percentage 
of the total admissions, the figure still remains 
high, but there is a general trend towards improve- 
ment. The number of deliveries is given as 5,644 
in Table 25, which cannot be-correlated with the 
figure 5,813 previously recorded. Anaemia 
accounted for 25 maternal deaths out of 89, this 
is an appalling figure and leaves much to be 
desired. It is difficult to appreciate the circum- 
stances in which the work of this hospital is 
carried out, but it is certain that the medical staff 
is keenly aware of a scope for improvement, and 
doubtless is ever striving towards it. 


THE ANNUAL REPORT OF THE ELSIE 
INGLIS MEMORIAL HOSPITAL. 
Tuis brief report deals with the In-patients, which 
number 1,359, and the district cases which 
number 492. We note that 110 were admitted 
for antenatal treatment including several abnor- 
malities which surely must have provided very 
admirable teaching material. The results of 
treatment appear to have been reasonably satis- 
factory. The maternal mortality-rate of 0.86 per 
1,000 is a gratifying one. The notes on maternal 
morbidity are somewhat difficult to follow, par- 
ticularly the statement that “‘ included in one or 
other of these lists are 11 cases of septicaemia or 
local genital infection.’’ A list is given of the 


various abnormalities of pregnancy and labour, 
results of which are within range of the usual 
average figures. An incidence of 60 cases of con- 
tracted pelvis seems to be on the high side, 
particularly as a note is made that the contraction 
involved the pelvic outlet only, in 14 cases. We 
are accustomed to teach that contraction of the 


_ pelvic outlet only, without reduction in the size 


of the brim or cavity, is an extremely rare 
abnormality. 

Under the heading Breech Delivery, mention is 
not made as to whether external version was 
attempted, and 3 patients delivered by Caesarean 
section are included in the statistics. Foetal 
mortality of 35.3 per cent for multiparous deliveries 
seems extremely high, and the practice of induc- 
tion for breech presentation is one of which we 
have but little experience. The forceps-rate 


exceeds 16 per cent which seems a little on the high 
side, and the indications include 1 case of ante- 
partum haemorrhage, which surely in itself is not 
an indication for extraction by the forceps. Forty- 
four Caesarean sections were performed for non- 


palarity of the cervix, a term with which we are 
not very familiar. 

Postnatal complications included 72 cases of 
breast abscess which seems to indicate a need for 
a revision of the antenatal care of the breasts, and 
a closer supervision of the patient during the period 
of lactation. 

The bacteriological report is interesting and the 
example might well be followed by other mater- 
nity hospitals, particularly the taking of a vaginal 
swab before surgical induction is undertaken. 
There is no mention of the type of haemalytic 
streptococcus encountered and the incidence of 
baccillus coli in the postnatal cultures (722 positive 
cultures) is interesting. 

The report concludes with a paediatric section 
in which a summary of complications in the new- 
born is given and a short analysis of the stillbirths. 

O. LLoyp 


ERRATA. 

In the August, 1943, issue of the Journal, under 
Reports on Hospitals, page 304, the publishers 
regret that through a printer’s oversight the word 
‘malaria’ should have read ‘ miliaria.’ 
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Review of Current Literature 


Director: FREDERICK RoguEs, M.A., M.D., M.Chir. (Cantab.), F.R.C.S., F.R.C.0.G. 


THis Review contains the lists of contents and 
abstracts of the more important articles from the 
journals with which the Journal of Obstetrics and 
Gynaecology of the British Empire exchanges. 


The Review of Current Literature has kept the 
readers of the Journal in touch with current litera- 
ture throughout the world; owing to the war many 


journals with which the Journal of Obstetrics and 
Gynaecology previously exchanged are no longer 
received. At the end of the year an Index of 
all the subjects contained in‘ the articles of the 
journals reviewed is printed. Arrangements are also 
made to include abstracts of important articles on 
borderline gubjects, such as Physiology, Biology, 
and Biochemistry. 


LIST OF ABSTRACTORS 


J. Lyte Cameron, F.R.C.S. 
W. E. CRowTHER, M.B. 

R. H. B. Apamson, M.D. 
B.-JEAFFRESON, F.R.C.S. 


P. Macpas, F.R.C.S. 

. T. N. A. Jerrcoate, F.R.C.S. 
MEAvVE Kenny, F.R.C.S. 
JANE H. 


The British Medical Journal 


November 7th, 1942. 
*Clinical significance of the Rh factor: (I) K. E. 
Boorman, B. E. Dodd, and P. L. Mollison. 
Foetal and postnatal circulation. (Leading 
article.) 
November 14th, 1942. 
*Clinical significance of the Rh factor: (II) K. E. 
Boorman, B. E. Dodd, and P. L. Mollison. 


November 21st, 1942. 
Spontaneous detachment of the cervix in labour. 
M. D. Westerman. 
December 5th, 1942. 
*Infant and maternal mortality. (Leading article.) 


CLINICAL SIGNIFICANCE OF THE RH FAcTor. 

Human erythrocytes contain A and B aggluti- 
nogens of Landsteiner and a variety of antigens, 
the best known being the M and N. 

The corresponding antibodies to M and N occur 
only rarely in human sera, and these factors, 
although acting as antigens when injected into 
certain animals, rarely stimulate the production of 
immune antibodies in man, 

The Rh factor owes its importance to its ability 
to stimulate the function of specific immune 
agglutinins in man. 


Rhesus monkey blood is injected into rabbits. 
The resulting serum when tested with human 
blood shows that 85 per cent of bloods are aggluti- 
nated whilst 15 per cent show no agglutination. 
The former are termed Rh-positive. Persons who 
are Rh-negative are capable of forming an anti- 
body which reacts with the Rh antigen. This may 
occur after transfusions of Rh-positive blood or 
more commonly when an Rh-negative woman 
becomes pregnant and the foetus is Rh-positive. - 

It was found that whereas only 15 per cent of 
the random population were Rh-negative, 92 per 
cent of mothers who had given birth to infants 
affected with erythroblastosis foetalis were Rh- 
negative. Examination of the husbands and 
children in this group showed that all who were 
tested were Rh-positive. It was also maintained 
that infants affected with erythroblastosis foetalis 
remained less anaemic after transfusion with 
Rh-negative blood than with Rh-positive blood. 

The heredity of the Rh factor was considered by 
Landsteiner and Wiener. They suggested that two 
allelomorphic genes, Rh and rh, were concerned, 
the Rh being dominant. When the husband’s 
phenotype is Rh-positive and that of the wife 
Rh-negative the phenotype of the baby will 
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depend upon whether the husband’s genotype is 
RhRh or Rhrh. If the former, the infant’s geno- 
type will be always Rhrh and the phenotype there- 
fore Rh-positive. If the latter, the phenotype will 
be Rh-positive only in 50 per cent of the siblings. 

Test serum may be obtained from an animal 
which has been immunised by a course of injections 
of blood from rhesus monkeys or from a human 
individual who has become immunised to the Rh 
antigen. The disadvantage of animal serum is 
that only small quantities are obtained and it also 
contains other antibodies, which have to be 
absorbed, capable of acting on human erythro- 
cytes. 

The article describes the technique of the tests 
and then goes on to the results. Of 48 mothers 
who had infants with undoubted erythroblastosis 
46 were found to be Rh-negative, and in 44 cases 
Rh antibodies were present. In all 48 cases the 
, infant was Rh-positive. 

The suggestion is made that certain cases of 
so-called physiological jaundice are really mild 
erythroblastosis. Repeated transfusions of Rh- 
positive blood to an Rh-negative individual may be 
followed by a haemolytic reaction due to the pro- 
duction of Rh antibodies from the earlier trans- 
fusions, 

Women who have given birth to an infant 
suffering from erythroblastosis are very prone to 
- severe intra-group haemolytic transfusion reactions. 
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For the transfusion of recently delivered women 
it is desirable to have a panel of Rh-negative 
donors available. As routine transfusions on a 


large scale with Rh-negative donors will be im- 
practicable, the donor’s cells should be tested 

against the recipient’s serum. The most suitable 
person for an affected infant will be a Group O 
Rh-negative person. 


INFANT AND MATERNAL MORTALITY. 

This article reviews the report from the Depart- 
ment of Physiology of Durham University which 
considers infant mortality from the sociological 
viewpoint. 

It has been found that the lowest infant death- 
rates are found in first, second and third children 
born to mothers between 20 and 35 and fourth 
and fifth children to mothers between 35 and 4o. 
The infant death-rate is abnormally high among 
first children born to mothers under 20 and over 
30. 

It is evident that the age of a mother at the birth 
of her first child and the spacing of the family are 
matters of prime importance. The same conclu- 
sions hold good when maternal mortality is con- 
sidered. The death-rate of primiparae over 30 
years is four times that of primiparae between 20 
and 35. The facts explain the absence of improve- 
ment in maternal mortality-rates in the more 
favoured classes where late marriage is the rule. 

Joun HaMILTon 


The Canadian Medical Association Journal 


No. 1. 


*Sex hormones in obstetrics and gynaecology. 
Max. M. Cantor, J. R. Vant, the late L. C. 
Conn, and M. J. Huston. 

*Duplication of the uterus and vagina. Gordon E. 

Perrigard. 

*The influence of menstruation on carbohydrate 

tolerance in diabetes mellitus. H. I. Cramer. 


Vol. xlvii, July 1942. 


SEX HORMONES IN OBSTETRICS AND GYNAECOLOGY. 

This paper is an exposition of the effects of the 
sex hormones and a comparison of their activities 
so far as is known, and the reported experience of 
the use of these hormones in certain disorders. The 
oestrogenic phase, or proliferative part of the 
cycle, is induced by oestrogenic hormones, the 
contractile power of the uterus is induced, and 
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secretion from the thickened endometrium is also 
brought about. Ovulation occurs about the mid- 
interval of the cycle and is followed by the conver- 
sion of the follicle into the corpus luteum, which, 
in turn secretes progestogen which causes conver- 
sion of the proliferated endometrium into the 
functional secretory type, thereby preparing the 
endometrium for the nidation of the fertilized 
ovum, now travelling towards the uterus. Further- 
more, progestogen counteracts oestrogen and causes 
relaxation of the myometrium. It also stimulates 
development of the acini of the mammary glands. 
The vaginal mucosa also shows proliferative de- 
velopment. 

When pregnancy occurs the corpus luteum 
survives, its course is prolonged, causing develop- 
ment of a decidua. If fertilization does not occur 
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the corpus luteum degenerates, and in consequence - 


the highly specialised endometrium disintegrates 
and is shed, resulting in menstruation. The mam- 
mary glands also undergo involution. 

When pregnancy has occurred, about the end 
of the third lunar month, twelve weeks, the 
‘placeata assumes the function of an endocrine 
gland and secretes large amounts of an endocrine 
one, which, in turn, stabilises pregnancy. 

Pituitary gonadotropins stimulate ovarian and 
testicular activity in hypophysectomized animals. 
There is no evidence of their value when applied 
to human beings. Gonadotropins obtained from the 
serum of pregnant mares contain follicle-stimu- 
lating factors. Their clinical value has not been 
proved. 

Gonadotropins from the urine of pregnant mares 
are products of the chorionic cells. They appear 
in the urine during intra-uterine and extra-uterine 
pregnancy, in hydatidiform mole, chorion-epithe- 
lioma and carcinoma testis. They have a more 
powerful effect in stimulating development of the 
corpus luteum and therefore tend to suppress 
menstruation. Their use clinically is not of great 
value. They are inactive when given orally. 

Prolactin has little clinical value at present. 

Several oestrogens, such as oestrone, oestriol 
and oestrodiol are valuable. Their actions are 
identical, but the intensity and duration of their 
action vary. Progestogen cannot _ effect its 
characteristic endometrial response without pre- 
liminary stimulation by oestrogen, and similarly 
prolactin cannot produce lactation without. pre- 
liminary stimulation of the acini ducts and 
mammary glands by a sufficient amount of oestro- 
gen and progestogen in this order. Oecestrogens 
stimulate the growth of the epithelium of the 
vagina, causing thickening and hyperaemia, and 
have been extensively used in vulvo-vaginitis, 
kraurosis, leukoplakia and genital hypoplasia 
associated with amenorrhoea, sterility and meno- 
pausal degeneration. 

Progesterone is the most common example of 
the group of progestogens. It is useful in functional 
uterine bleeding, in threatened abortion, habitual 
abortion, and in some cases of premature labour. 
When a functioning endometrium is present, 
progesterone brings about the change from oestra- 
diol and oestrone to the inactive excretory form 
oestriol. 


Androgens, contrary to common belief, do not 
neutralize the effect of oestrogen, but rather exert 
a co-operative action. It modifies the action of 
oestradiol and increases the secretion of oestriol, 
thereby inhibiting intermittant uterine contrac- 
tion of the spiral arterioles, and thus diminishes 
the blood flow to the endometrium. In this way 
it is useful in the treatment of uterine bleeding due 
to any cause, and it relieves dysmenorrhoea and 
some forms of mastodynia. 

Gonadotropins must be freshly prepared. They 
generate rapidly and must be administered by 
injection. Preparations from serum are follicle- 
stimulating, those from pregnancy urine are 
luteum-stimulating. _ 

Progestogens, when prepared from the corpus 
luteum, are less active than progesterone, which 
is again four times as active as the oral preparation 
pregneninolone. 

Androgens, of which testosterone propionate 
is the most active known, when measured by its 
effect on the seminal vesicles, is seven times as 
potent as testosterone and its effect is doubly pro- 
longed. It may be given by mouth effectively 
and has a methyl derivative. . 

Oestrogens. Oestrone is a poor and ineffective 
preparation. Oe¢estradiol is the form in which the 
hormone exists in the ovary. It may be given 
orally, intramuscularly, by inunction or in a vaginal 
suppository. Oestriol is an excretory product of 
oestradiol. It is active orally, but inactive intra- 
muscularly. Oecestradiol benzoate, or dipropionate 
is freely soluble in oil, and its action is intense and 
prolonged. It is best administered by intramuscu- 
lar injection or by inunction. It is useful when 
required for prolonged administration. From 
experiments it would appear that oestradiol 
dipropionate is the most economical and effective 
oestrogen known at present, providing effective 
treatment with little inconvenience to the patient. 

The authors have used sex sterols by two routes; 
first, by subcutaneous implantation of pellets, and 
second by employing a solution of the material in 
propylene glycol which is administered with a 
dropper under the tongue; from this region the 
sterols are rapidly .absorbed. This method is 
practical and economical. 

CLINICAL CONSIDERATIONS. 

One of the chief uses of the pregnancy test, to 

determine the presence of chorionic gonadotropins, 
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is in the diagnosis of chorion-epithelioma and its 
recurrence. The value of the test for the diagnosis 
of pregnancy is, of course, well known. Proges- 
terone is not found in the urine as such, as it is 
excreted as pregnandiol, which, however, occurs 
in the urine in too small quantities to be deter- 
mined satisfactorily. It is of value in cases of 
basophilism to differentiate between the pituitary 
and adrenal types. 

The activities of the ovaries can be determined 
by two simple methods; the first is examination 
of a small fragment of endometrium sucked from 
the uterus, the second is simpler and consists of 
the study of a vaginal smear. 

Disorders of the menarche. These disorders may 
have an organic, nervous, or endocrine ~ basis. 
Emotional disturbances, changes of environment, 
faulty nutrition and hypothyroidosis all have 
an effect on menstruation. Hypoplasia of the 
ovary may result from weak pituitary stimulus, 
or weak ovarian response. The result would be 
inadequate secretion of oestradiol and consequent 
uterine hypoplasia. Occasionally the uterus fails 
to react to normal ovarian secretion, and the men- 
strual flow is scanty or absent, or the interval 
between the periods is greatly lengthened. In some 
cases Ovulation may fail to occur. The follicles 
develop into cysts with excessive production of 
oestradiol, the corpus luteum fails to form and to 
elaborate progesterone, with resulting menstrual 
irregularities such as profuse bleeding or mild 
prolonged haemorrhage. 

Amenorrhoea and oligomenorrhoea. The first 
effort should be directed to promoting development 
of the uterus to normal size by administering large 
doses of oestrogen, supplemented by progesterone 
during the second half of the cycle. The authors’ 
routine is to administer thyroid extract to the limit 
of: tolerance without regarding the initial basal 
metabolic rate, unless this is increased beyond 
plus 20. Odcstradiol dipropionate (di-ovocylin) is 
given every. four days throughout the cycle, and 
progesterone (lutocylin) is given on the seventeenth, 
twenty-first and twenty fifth days. This is usually 
followed by menstrual. bleeding, and _ this pro- 
cedure is repeated until two or three periods have 
been “produced. In the majority of cases of 
secondary amenorrhoea, menstruation is regular 
after such treatment; if there is a relapse this 
routine is repeated. Oligomenorrhoea and hypo- 
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menorrhoea are more responsive to this treatment 
than amenorrhoea, the primary type being rather 
resistant. When the patient is in good health and 
there is no especial desire for pregnancy, there is 
no indication, beyond the giving of thyroid extract 

-and a suitable diet, to press such treatment. When 
there is definite uterine hypoplasia resulting from 
defective ovarian secretion, the treatment is 
usually unsatisfactory. Ona theoretical basis, the | 
follicle-stimulating hormone should be given for 
the first fortnight of the cycle, and the luteinizing 
hormone for the last two weeks. Such treatment 
is usually disappointing; occasionally ovulation 
may be produced by the intravenous administra- 
tion of 40 to 80 Ru. of mare’s serum gonadotro- 
pins. There is, however, considerable risk of 
anaphylactic shock or serum sickness. Small doses 
of deep X-rays to the ovaries may be beneficial to 
render the ovaries inactive, in the hope that when 
they again function, this may be exaggerated up 
to what should be normal level. 

Menorrhagia, metrorrhagia, metropathia, hae- 
morrhagica. Functional irregularities in uterine 
haemorrhage are due to imbalanced productive 
action of the ovaries upon the uterus. The cause 
of the haemorrhage comes from the excessively 
hypertrophied endometrium and is not well under- 
stood; the usual theories advanced will not be 
discussed here. Gonadotropins have been given in 
excessive doses in the hope of stimulating develop- 
ment of the corpora lutea, but this may produce 
the opposite effect by promoting an excessive 
oestrogenic secretion, already over-abundant. 
The authors have found two procedures to be of 
value; the first is the use of progesterone which 
counteracts excessive oestrogen elaboration, and 
transforms the hyperproliferated endometrium into 
a secretory form. Four intramuscular injections 
of 5 to 10 mgm. are given every second day after the 
twentieth day of the cycle. In mild cases 2 mgm. 
may suffice, in more severe cases the injections 
may be supplemented with pregneninolone, 5 
mgm. daily by mouth. When such measures fail, 
testosterone propionate, 10 to 25 mgm. once or 
twice daily for two consecutive days, should be 
given; the first dose on the second or third day of 
the haemorrhage. Usually there is a response 
within 12 to 24 hours. Additional treatment with 
methyl-testosterone orally in the second half of 
the interval has been found useful in preventing 
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recurrences. 
testosterone propionate is a powerful remedy 


The authors are of the opinion that 


against uterine bleeding. Occasionally a sharp 
haemorrhage lasting about 15 minutes starts 12 
to 24 hours after the administration of testosterone, 
but if the patient is warned, anxiety is-avoided. 
Dysmenorrhoea. The cause is obscure,-but many 
investigators believe that it is due in some way 
to increased myometrial activity associated with 
hyperoestrinism. Androgens are the most effec- 
tive remedy. Testosterone propionate, 5 to 10 
mgm. according to the intensity of the symptoms, 
is injected on alternate days, the first dose to be 
given just before the symptoms are due and the 
treatment carried on throughout the time of the 
pain. 
absent, and several successive periods may. be 
affected, but eventually a cure is effected. The 
danger of producing hirsutism has been suggested, 


but the authors have given up to 300 mgm. per 


month for three months without any suggestion of 
masculinization. The minimal dose to produce 
such an effect would be about 500 mgm. a month, 
and this is far beyond the demands of therapeutic 
necessity. 

Menopausal syndrome. It is believed that the 
clinical symptoms are proportionate to the inten- 
sity of the degree of oestrogen deficiency. When 
menorrhagia is' not a prominent symptom the 
authors give oestrogens intramuscularly, employ- 
ing oestradiol dipropionate (di-ovocylin); when 
symptoms are severe, 5 mgm. are injected weekly 
for three or four weeks, then 1 to 2 mgm. are given 
weekly or at intervals of 1o days. When symptoms 
are mild they may be controlled by an injection 
of I mgm. every 14 to 21 days. The treatment 
is continued until the interval between injec- 
tions can be as long as a month without a return 
of the symptoms. The patient’s estimate of her 
symptoms is a poor guide; fragments or vaginal 
smears are of much greater informative value. The 
vaginal epithelial cells change from a round or 
oval shape to large squamous cells in 4 to 6 days 
after the first injection. Some patients are highly 
resistant to treatment with oestrogen, the use of 
which should be discontinued if there is no improve- 
ment within 2 or 3 weeks. When this is the case, 
and especially when menorrhagia is present, 
testosterone propionate, in doses of 10 to 25 mgm. 
weekly, is given until the symptoms are controlled. 


The subsequent period may be scanty or 
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The dose is then decreased 
lengthened. 

Vulvo-vaginitis. This is difficult to treat when 
there is infection of an immature vagina. In the 
newborn child the mucosa of the vagina, under 
the influence of maternal oestrogens, is thick, the 
secretions are acid and the flora of bacillary 
type. Within a month following birth, the vaginal 
mucosa becomes thin and the secretions alkaline 
and scanty; it remains in this vulnerable state 
until puberty, when oestrogens again convert it 
into the thickened form. After the menopause 
the mucosa again becomes thin and atrophied as 
in the pre-pubertal state, and it becomes liable 
to infection and trauma. Vulvo-vaginitis is treated 
with oestradiol dipropionate (di-ovocylin), 2 mgm. 
every four days for six doses are given, then at 
weekly or ten-day intervals for another 4 to 6 
weeks. This promotes epithelization of the mucosa 
and produces acid secretions. The treatment is 
augmented by vaginal suppositories containing 
0.4 mgm. every night for a week or ten days, 
continuing on alternate nights until a clinical and 
bacterial cure is reached. If the cure is complete 
there should be no recurrence at the end of a 
month. Recurrences after three months are in- 
variably due to re-infection. 

Senile vaginitis, pruritus vulvae, and kvraurosis. 
Smears taken from the vagina show extreme 
oestrogen deficiency. The authors treat this case 
with di-ovocylin, 2 to 5 mgm. at weekly intervals, 
together with 0.4 mgm. in suppositories on alter- 
nate nights for four weeks. This increases the 
thickness of the epithelium. This state may be 
maintained by vaginal suppositories of reduced 
dosage twice weekly. Regression should be treated 
with further intramuscular injections. Pruritus 
vulvae and leukoplakic vulvitus, arising 10 to 15 
years after the menopause, and kraurosis, require 
intensive treatment. The treatment outlined for 
senile vaginitis is supplemented by a local appli- 
cation of 1 mgm. of oestradiol propionate in 1 
gram of adeps lanae for three or four months, and 
the course repeated after four to six months. 

Cystic disease of the breast. The lobular type 
is a painful hyperplasia of the terminal ducts and 
acini of the breasts associated with the fortfiation 
of small cysts. It is usually associated with hyper- 
activity of the ovaries and pituitary gland. 
Oestradiol dipropionate and_ progesterone or 


and the interval 
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oestrogens alone may be given in the mid-interval 
of the meristrual cycle. Symptoms tend to recur 
after three or four months and the treatment must 
be repeated. Cystic hyperplasia (mastodynia) is 
the type more commonly known, and is associated 
with cystic ovarian disease and over production 
of oestrogens. Circumscribed cysts develop in the 
centre of the breast due to continuous prolifera- 
tion. Relief from symptoms can usually be 
obtained completely and without recurrence by 
the administration of testosterone propionate, 25 
mgm. once or twice daily for two or three days. 
This acts by completely depressing oestrogenic 
activity. The menstrual period succeeding this 
treatment is scanty, delayed or absent. Testos- 
terone propionate is also employed by the authors 
with excellent results in cases of gynaecomastasia 
associated with adolescence. A weekly injection 
of 25 mgm. is given for two or three months. This 
allays pain and reduces the size of the breasts. 

Threatened abortion, habitual abortion and pre- 

-mature labour. Progesterone, elaborated by the 
placenta, inhibits the excretion of pregnandiol 
which, again, is liable to precipitate the above- 
mentioned accidents. The dosage must be very 
large to be effective; normally 20 mgm. are excreted 
every day until the third month of pregnancy, and 
this amount must, of necessity, be replaced. 

Five very full tables containing classification, 
nomenclature, standardization, excretion, and 
synopsis effects, tendencies and treatment, together 
with a plate containing numerous highly ‘illustra- 
tive drawings, are included in the text. 


DUPLICATION OF THE UTERUS AND VAGINA. 

A case is reported of a primigravida three months 
pregnant, in whom two distinct vaginae were 
discovered, two cervices and, as far as could be 
ascertained, two uteri; this is an unusual develop- 
mental condition ordinarily seen in montremes 
and some of the lower marsupials. The condition 
is due to the non-fusion of the lower ends of the 
Miillerian ducts. In this patient the vaginal septum 
was well formed, vascular and thick. Pregnancy 
was established in the left uterus. The vaginal 
septum was removed and the pregnancy maintained 
without mishap: 

The text includes a fairly full discussion of 
anomalous developments of the uterus with all 
degrees of non-fusion of the lower ends of the 


_ interesting conclusions. 
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Miillerian ducts, involving double uteri and double 
vaginae in all degrees. Various abnormalties of 


menstruation, pregnancy and parturition are 
briefly outlined. 
The text includes two drawings of double 


vaginae and a series of exceptionally clear diagrams. 
A short bibliography is appended. 


THE INFLUENCE OF MENSTRUATION ON CARBOHY- 
DRATE TOLERANCE IN DIABETES MELLITUs. 
Diabetes mellitus has long been known to exert 

a pronounced influence on menstruation and on 

sexual functions. Amenorrhoea was quite com- 

monly associated with impairment of libido and 
with sterility. Similarly the male may be affected 
with impotence and sterility. Quite frequently 
the uterus and ovaries atrophy in diabetic patients. 

All of these conditions, however, have more or less 

disappeared or have been kept under control since 

the introduction of insulin treatment. 

It was demonstrated by animal experiments, in 
an animal rendered absolutely diabetic by pan- 
createctomy, that the diabetic state was greatly 
relieved by hypophysectomy, while, conversely, 
the administration of anterior pituitary extract 
aggravated the diabetic condition. Even in 
the animal with normal pancreas free adminis- 
tration of anterior pituitary extract produced 
diabetes. Sometimes the diabetic condition 
persists after cessation of the administration 
of anterior pituitary substances. This has been 
shown by the work'of numerous investigators. 
The author has made extensive investigations into 
the relations existing between menstruation and 
carbohydrate tolerance in diabetic patients. The 
results of these investigations have led to some 
It has been shown that 
there is a definite impairment of carbohydrate 
tolerance in some diabetic patients at the menstrual 
period. This impairment may be so severe as to 
precipitate diabetic acidosis and coma. How- 
ever, this disturbance in carbohydrate metabolism 
may not occur in all diabetic women at the time 
of menstruation, nor may it occur to anything 
like the same extent at every menstrual period in 


‘the same patient, In comparison with this it has 


been shown that there is a much smaller incidence 
of diabetic acidosis in males than in females below 
the age of 45 years, although during this period 
diabetes is much more common in males than in 
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females. This more frequent occurrence of 
acidosis in females appears to be associated with 
those occurrences of acidosis at the time of the 
menstrual period. 


Two illustrative tables, and one figure are in- 
cluded in the text, and a very full bibliography is 
appended. 

J. LyLe CAMERON 


Medical Journal of Australia 


June 2oth, 1942. 

“Intestinal obstruction at the seventh month of 
pregnancy, due to long-standing and extensive 
peritoneal adhesions of obscure origin. P. L. 
Hipsley. 

June 27th, 1942. 
Pregnancy in the syphilitic mother. Current 
comment. 
July 4th, 1942 

Carcinoma of the uterine fundus. Current com- 

ment. 


INTESTINAL OBSTRUCTION AT THE SEVENTH MONTH 
OF PREGNANCY, 


Hipsley describes the case of a primigravida 
aged 25 years who was referred to him with the 
diagnosis of acute hydramnios. 

There was a history of increasing constipation 
from the end of the seventh month of pregnancy 
and, within a few days, an acute intestinal 
obstruction. 

On opening the abdomen adherent coils of small 
bowel had to be separated from each other, and 
from the anterior uterine wall. As the enormous 
intestinal distention and the uterine enlargement 
both rendered it impossible to explore the abdomen 
it was decided to reduce the size of the uterus by 
Caesarean section and then to carry out a thorough 


examination of the intestine which had to be 
entirely eviscerated. 

After. the uterus had been emptied it was found 
that the small and large bowels were adherent to 


each other throughout their length. The adhesions . 
_ could be separated after dealing with each coil 


piecemeal, and there was no kinking of any portion 
of the bowel, but rather a general distension of the 


‘gut throughout its length. At one point two loops 


of small intestine had become adherent with a 
fistulous opening between the two just as though 
a lateral surgical anastamosis had been carried out. 

After the whole length of the bowel had been 
freed with the exception of the anastamosis an 


appendicostomy was made and the gut returned- 


to the abdomen. 

The patient made a good recovery with some 
post-operative ileus. The patient was a twin, the 
other child being stillborn. After birth she was 
very ill for several weeks and was not expected to 
survive. 

The writer’s suggested explanation of the origin 
of the condition was that the patient had suffered 
from general peritonitis in infancy, and that the 
lateral anastamosis had occurred at this time and 
had probably saved her life. The extensive 
adhesions prevented any localized kink which might 
have given rise to an earlier acute intestinal 
obstruction. R. H. B. ADAMSON 


American Journal of Obstetrics and Gynecology 


Vol. xli, No. 4. 


Presidential address. J. C. Litzenberg. 

*Inhibition of lactation. H. L. Stewart and J. P. 
Pratt. 

Blood prothrombin levels in the newborn. C. P. 
Huber and J. C. Shrader. 

Breech delivery. _E. M. Hansen. 

Are the anterior pituitary-like substances gonado- 
tropic? W. E. Brown, J. T. Bradbury, Ann 
Arbor and Ida Metzger. 


Pituitary. extract for dystocia due to uterine 
inertia in the first stage of labour. R. S. Sid- 
dall and D. G. Harrel. 

The relative effect of analgesia and anaesthesia 
in the production of asphyxia neonatorum. 
H. Henderson, E. B. Foster and L. S. Eno. 

*Conglutinatio orificii externi as a factor in delayed 
labour. P. J. Carter. 

The leucocyte count in labour. J. R. Wolfe. 


' Solid teratoma of the ovary in the young girl. 


M. Smeltzer. 
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A study of 107 cases of uterine bleeding with 
endometrial biopsies. G. F. Douglas. 

The therapeutic value of tubal patency tests in 
sterility and infertility. M. L. Leventhal and 
E. M. Solomon. 

The occurrence of diphtheria antitoxin in the 
human pregnant mother, newborn infant, and 
the placenta. J. Liebling, G. P. Youmans and 
H. E. Schmitz. 

*Pituitrin shock. M. H. Adelman and B. B. 
Lennon. 

Cancer of the cervix following supravaginal 
hysterectomy G. Gray Ward. 

Some clinical observations on the endocrinology 
of abortion. E. C. Hamblen. 

The effect of pregnancy on experimentally pro- 
duced renal injury. L. V. Dill and C. E. 
Isenhour. 

The metabolism of progesterone in the hyster- 
ectomized woman. G. E. Seegar-Jones and 
R. W. TeLinde. 

*A clinical study of progesterone therapy by pellet 
implantation. D. R. Mishell. 

The incidence of endometrial hyperplasia with 
uterine fibroids and external and _ internal 
endometriosis (adenomyosis). D. N. Henderson. 

Hyperthyroidism in pregnancy, treated with 
dihydrotachysterol. H. A. Schwartz, J. K. 
Curtis and Julia V. Litchtenstein. 

Adequate transvaginal drainage of the pelvis. 
D. J. Preston. 

Bilateral granulosa cell tumours. E. E. Zemke, 
and W. E. Herrell. 

Case of diprosopus tetranophthalmos. 
Richards. 

Recession of toxaemia following the intra-uterine 
death of one of dizygotic twins. W. A. White, 
Jnr. 

Unilateral twin ectopic pregnancy. E. A. 
Flemming and M. R. Talisman. 
Diphtheritic vaginitis in the adult. 

Society transactions. 

Selected abstracts. Malignant new growths. 


D.C. 


J. Parks. 


INHIBITION -OF LacTaTION. 

That the degree of early breast engorgement does 
not consistently. indicate the amount of subsequent 
milk production, is the experience of most 
obstetricians and has been verified by the authors 
of this paper during a study of normal lactation 


- days for full nursing from the breast. 
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among goo consecutive nursing mothers. This 
fact must be borne in mind when assessing the 
therapeutic value of stilboestrol, testosterone and 
theelin, which have been used to decrease 
engorgement and have been reputed to inhibit 
lactation. The authors decided to investigate 


whether inhibition of breast engorgement was 


synonymous with inhibition of lactation and 
whether these substances would inhibit breast 
secretion after lactation is established and whether 
the effect was temporary or permanent. 

Stilboestrol was administered to 29 nursing 
mothers beginning with the first post-partum day. 
Of these, 23 had a good nursing history and six 
had a poor one. Six mothers with good histories 
who received 15 mgm. to 35 mgm. of this substance 
secreted sufficient milk on the fifth and twelfth 
Six similar 
mothers who received 15 mgm. to 50 mgm. were 
limited to part-time feeding by the fifth day but 
all increased to full-time nursing by the tenth day. 
There was no engorgement during the first few 
days in either group. In 11 cases there was 
a deficiency of lactation on the fifth day but eight 
of these were on full-breast by the tenth day, two 
increased to part-time nursing and one was taken 
off the breast entirely. Of the six mothers with a 
poor nursing history, who received a similar dose 
of this drug, all remained deficient on the fifth 
day and only one increased to part-time nursing by 
the tenth day. In no case were they able to inhibit 
lactation once it had been established, though three 
out of 23 good nursing mothers were reduced to 
part-time feeding by the tenth day. They came 
to the conclusion that, in spite of larger doses, once 
lactation was established the effect of stilboestrol 
was much less than when it was given before lacta- 
tion was in full swing. 

With testosterone, given in doses of 125 mgm., 
only two out of 15 good nursing mothers were re- 
duced to part-time feeding on the fifth day, and 
one of these was on full nursing by the tenth day. 
In no case was a deficiency of lactation established 
and no change at all was noted when this drug 
was given after full lactation had been established. 

Theelin was given to 10 patients, five in the 
early post-partum and five in the late post- 
partum period. Each received 250,000 inter- 
national units of the drug. The incidence of full 
breast feeding was not affected and, as in the 
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testosterone series, the breasts were full but not 
engorged. With these data the authors came to 
the conclusion that the inhibition of breast 
engorgement was not synonymous with inhibition 
of lactation. . Also, that engorgement of the 
breasts can be prevented by suitable doses of 
stilboestrol, theelin or testosterone and that the 
stilboestrol can cause, in some cases, a temporary 
decrease in the amount of lactation. 


CONGLUTINATIO ORIFICIE EXTERNI AS A Factor IN 
DELAYED LaBour. 

Only a few cases of this condition has been re- 
ported in the literature but Carter is of opinion 
that it is not as infrequent as is generally supposed. 
He describes the anatomy of the cervix and stress- 
es the importance of the preponderance of circular 
muscle bundles in this part of the uterus. Failure 
of dilatation of the circular fibres around the 
external os, with adequate dilatation of the 
circular fibres of the remainder of the cervical 
canal, constitutes the primary lesion of this 
condition. He mentions five or six possible 
causes, including scarring following operation upon 
or syphilitic infection of the cervix. He also says 
that it can occur in either primigravidae or multi- 
parae, but that it did not tend to recur in subse- 
quent pregnancies. Clinically, it is recognized 
late in labour by finding the whole cervix thinned 
out over the advancing head or bag of waters, 
causing dystocia. The external os is difficult to 
locate and may be felt only as a tiny pin-point 
depression where the os would normally be located. 
On speculum: examination, it is sometimes im- 
possible to identify the situation of the os but, 
in most cases, a tiny hole can be seen, surrounded 
by a very red ring. If the condition is not 
recognized the cervix is likely to become oedema- 
tous from disturbance of the circulation. 

Carter reports three cases of his own experience 
and recommends continued gentle and steady 
digital pressure upon the depression which repre- 
sents the external os. This is usually successful, 
further dilatation occurs at once and delivery 
quickly follows. Although manual or instru- 
mental dilatation may be necessary in some cases, 
Carter does not recommend it because of the risk 
of uncontrolled tears developing. He advises con- 
trolled incisions into the cervical tissue if the 
dilatation is delayed after the digital pressure. 


He states that in his opinion the term conglu- 
tination is a misnomer as the condition is due to 
a failure of dilatation of the circular fibres round 
the external cervical os. 


PITUITRIN SHOCK. 

Untoward reactions occasionally follow the use 
of pituitrin and it is necessary, with so valuable a 
therapeutic agent, to consider their cause in every 
case. With pituitrin, the chief reaction is that 
ef shock but cases have been reported in which 
pruritus and angio-neurotic oedema have occurred 
with or without the shock. Such cases imply that 
some patients are sensitive to the extract, especi- 
ally if there is a history of some previous injection, 
and that an anaphylactic basis must be ascribed 
to explain such phenomena. Besides this explana- 
tion, the theories of histamine reaction and effects 
on the heart have been advanced in the literature 
on this subject. 

The authors report seven cases which are speci- 
ally interesting and unique as the reaction occurred 
while the patients were under the influence of 
surgical anaesthesia. Six of these cases occurred 
in women on whom vaginal hysterectomy was 
being performed and who received, early in the 
operation, 1 to 2 c.c. of pituitrin to decrease the 
amount of bleeding in the operation field by local 
vaso-constriction. The other case occurred during 
Caesarean section. Two of these seven cases are 
reported in detail and in all of them the picture 
of shock supervened a few minutes after the 
injection, with a rapid pulse-rate and a marked 
fall of blood-pressure. The absence of significant 
haemorrhage and surgical shock in the cases of 
vaginal hysterectomy and the prompt appearance 
of shock after the administration of the pituitrin, 
point unequivocally to the pituitrin as the respon- 
sible agent. 

The authors are of the opinion that, in their 
cases, the theory that the shock was a histimine 
reaction was out of the question, as the solution 
used was histimine-free. They think that many 
of the cases reported in the literature, especially 
those that develop oedema, were examples of the 
phenomena of anaphylaxis but that their cases 
were examples of the cardio-vascular effects of 
pituitrin. They maintain that the view, commonly 
held, that the injection of a posterior pituitary 
extract results in a rise of arterial pressure is 
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erroneous. It is generally agreed that the experi- 
mental pressor response to pituitrin is due to 
arteriolar and capillary constriction and therefore 
some other explanation must be found for the fall 
of pressure in cases of pituitrin shock. They re- 
port that one worker showed that the pitressin 
fraction possesses a potent constrictor effect upon 
the coronary arteries; this effect leads to anox- 
aemia of the myocardium, which varies very much 
in degree, and finally to dilatation of the heart. 
This has been demonstrated by Roentgenography. 
They are of the opinion that the cause of the shock 
in their cases was this cardiac effect leading to a 
decrease of cardiac output and a fall in pressure. 
During a discussion on treatment they recom- 
mend the administration of intra-venous fluids, 
oxygen and adrenalin. If it occurs during anaes- 
thesia, they do not advise the giving of adrenalin 
as it might cause nodal tachycardia which is an 
undesirable burden in an already anoxaemic heart. 
They do not think it wise to use pituitrin just to 
diminish bleeding at the time of operation and 
they warn us against injecting it directly into the 
uterine muscle at Caesarean section because of the 
risk of its being injected directly into a blood 
sinus. They also think that every obstetrician 
should be prepared to meet cases of sensitivity to 
the drug, especially when there is a strong possi- 
bility of a previous injection having been made. 


A CirnicaL STUDY OF PROGESTERONE THERAPY BY 
PELLET IMPLANTATION. 
Whenever progesterone is indicated for treat- 
ment, it is usually necessary to administer it for 
long periods of time to get its full effect. This 
entails a large number of injections of small doses 


389 


at frequent intervals and this is a great objection 
to many patients. When a steady prolonged 
progesterone effect is desired, the author advises 
the implantation of a pellet of the drug under the 
skin. He has had most gratifying results with 


‘implantation of pellets of oestrone in the treat- 


ment of the menopause. 

In a group of cases of habitual or threatened 
abortion, dysmenorrhoea and functional bleeding 
he has implanted 45 to 60 mgm. under the skin 
with local anaesthesia in the region of the left 
groin. After incising the skin, a channel of 2 cm. 
length was made, at the bottom of which the 
pellet was inserted. If the pellet was expelled 
spontaneously, reimplantation was performed. 

The four cases of habitual or threatened abor- 
tion thus treated were most successful, being either 
delivered of a full-time child or getting near to 
term at the time of writing this paper. Of the 
six cases of dysmenorrhoea, four gave satisfactory 
results. These cases were observed for three to 
six months, during which time the menstrual 
periods were almost entirely free of pain. Of the 
functional bleeding group, 50 per cent of cures were 
obtained. In the successful cases, the endo- 
metrium showed a change from a_ persistent 
proliferative to a well-developed secretory phase. 
They maintain that curettage must be performed 
in all cases of this group for evidence of proges- 
terone lack. In one unsuccessful case, a prelimin- 
ary study of the endometrium showed no evidence 
of either oestrone or progesterone activity. This 
case might have responded to progesterone if the 
endometrium had been previously primed by 
oesterone therapy. 

BRYAN JEAFFRESON 


The Journal of the American Medical Association 


Vol. cxvii, No. 3, July roth, 1941. 


*The assay of gonadotropins and gonadol hormones. 
R. Gustavson and F. d’Amour. 


Vol. cxvii, No. 12, September 2oth, 1941. 


*Results of radium treatment of cancer of the 
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and C..O. Heilman, 


*The electrolyte therapy of premenstrual distress. 
J. P. Greenhill and S. C. Freed. 


Vol. cxvii, No. 15, October 11th, 1941. 
*Infusions of blood and other fluids via the bone 
marrow. L. Tocantins, J. O’Neill and Jones. 
*Oxygen tent therapy in the treatment of eclamp- 
sia. R. Nicodemus. 
*The synthetic oestrogen, diethylstilboestrol. C. 
MacBryde, D. Castrodale, L. Loeffel and H,. 
Freedman, 
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Vol. cxvii, No. 22, November 29th, 1941. 

*Treatment of the menopause; evaluation of oestro- 
gen implantation. V. Salmon, S. Geist and R. 
Walter. 


Vol. cxvii, No. 24, December 13th, 1941. 
“Spontaneous pneumo-mediastinum in the new- 
born. B. Gumbiner and M. Cutler. 


THE ASSAY OF GONADOTROPINS AND GONADOL 
HORMONES. 

The gonadotropic preparations which are used in 
clinical practice are derived from three sources: the 
serum of pregnant mares, the urine of pregnant 
women and the anterior lobe of the pituitary. 
There are no chemical methods of assay available, 
and only biological measurements can be used. 
Two of these biological tests, the increase in weight 
of the seminal vesicles, and the increase in. weight 
of the ovaries after administration of the hormone 
are tests that can be carried out quite satisfac- 
torily, but both possess one very real disadvant- 
age, namely, a high individual variation rate. The 
difference in response observed in similar ovaries 
to a given dose of the hormone may be as much 
as 100 per cent and the same applies to the seminal 
vesical test. 

Measurement of the increase in weight of the 
uterus is a good objective test and the great 
absolute weight of the uterus makes exact weighing 
less important. This test 1s very sensitive, a six-fold 
increase in weight of the uterus being obtained with 
doses which will only double the weight of the 
seminal vesicles and hardly affect the ovarian 
weight. The main objection to the test is the high 
individual variation. This may be as much as 
300 to 400 per cent, and entails the use of large 
numbers of experimental] animals. 

The vaginal cornification test is perhaps the 
simplest and most satisfactory of all the biological 
methods of assay for the gonadotropins. Provided 
that the standard of a full oestrus smear is observed 
it is a reasonably objective test with a sensitivity 
quite equal to that of the uterine weight method. 
The luteinization method of assay is unsatisfactory 
in every respect. 

International units have been established for the 
gonadotropins from the urine of pregnant worhen 
and from the serum of pregnant mares, but none 
as yet for the gonadotropins derived from the 
anterior pituitary. The use of international units 


has very great advantages, but when working with 
them it is important to remember that slight 
differences in technique may lead to greatly vary- 
ing results. Very close adherence to the details 
of any published technique is necessary if com- 
parable results are to be obtained. 

The second half of the paper reviews the bio- 
logical and chemical methods of assay. of the 
oestrogenic hormones as distinct from the gonado- 
tropins. Chemical methods of assay are avail- 
able and are being developed intensively in view 
of the difficulties inherent in the biological 
methods. Whatever biological method is used, the 
growth of the uterus of the immature rat or mouse, 
the growth of the uterus of the castrate rat or 
mouse, or the vaginal smear method, the response 
varies with many factors unconnected with the 
amount of oestrin used, such as the route of appli- 
cation, the frequency of dosage and the presence 
of non-oestrogens in the extract injected. It is 
known that some of these non-oestrogenic 
impurities accentuate the activity of the’ oestro- 
gens. 

The chemical methods of assay can be divided 
into two main groups, spectroscopic and colori- 
metric. The authors give a list of the various 
methods which have been used. In the case of 
the corpus luteum hormone the only satisfactory 
method is to measure the amount of its excretion 
product, pregnandiol, in the urine. 

In the case of the urinary androgens the 
capon’s-comb test is the method of assay of most 
value, the seminal vesicle test being complicated 
by the fact that foreign substances, not in them- 
selves androgenic, augment the effect of the 
androgens. These so-called X-substances do not 
affect comb growth. There are two related sub- 
stances occurring in the urine and possessing andro- 
genic activity, normal androsterone and trans- 
dehydrosterone. These two compounds can be 
found in the urine of both sexes. For these reasons 
the comb-growth promoting activity of urinary 
extracts may not be an index of the production of 
androgens, because these extracts are probably a 
complex mixture of degradation products. 

Zimmermann has elaborated a colorimetric test 
and Callow and co-workers a spectrographic test. 
Neither of these chemical methods of assay bear 
as yet a close relation to the biological activity of 
the substance under investigation. 
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As regards the measurements of androgens and 
oestrogens in the blood, in the author’s opinion 
quantitative assays at the moment seem impossible. 
Whilé some progress has been made with the 
oestrogens the limited quantity of blood available 
and the small amount of oestrogen to be assayed 
makes this problem even more difficult than the 
analysis of urine. 


RESULTS OF RADIUM TREATMENT OF CANCER OF THE 
UTERINE FUNDUS WITH SPECIAL REFERENCE TO 
THE Microscopic GRADE OF THE LESION. 

Between 1925 and 1935, of 330 patients with 
carcinoma of the fundus presenting themselves for 
treatment 115, or slightly more than a third, were 
treated entirely with radium, or with radium and 

X-rays. The average age of the group was 60.6 

years. In most of the cases operation was not 


performed because of the presence of other serious © 


disease, such as obesity, cardiovascular disease, 
secondary anaemia and diabetes. In 24 per cent 
of the patients no concurrent disease was present, 
but the lesion was considered inoperable. 

The cases were divided into four stages. In 
Stage I the lesion was limited to the cavity within 
the level of the internal os, the uterus was moveable 
and not enlarged. In Stage 2 the uterus was in- 
creased in size but still moveable. In Stage 3 there 
was definite infiltration of the parametrium and 
partial fixation of the uterus. In Stage 4 the 
uterus was enlarged and completely fixed, or remote 
metastases were present. 

As many of the patients had been previously 
treated, by the cautery, radium or X-rays, they 
were divided into a primary and a modified group. 
Of the 93 primary cases 57 per cent were in Stages 
3 and 4; of the 16 modified cases 75 per cent were 
in Stages 3 and 4. ‘ 

Considering the primary and modified cases 
together the total five-year survival rate was 39 
per cent, and for each stage as follows: 93 per cent 
in Stage 1, 52 per cent in Stage 2, 34 per cent in 
Stage 3, 6 per cent in Stage 4. The five year sur- 
vivals were 43 per cent in the adenocarcinoma 
group, but only 17 per cent in the case of squamous 
carcinomata. The five year survival] rate also 
showed a relation to the grade of malignancy, the 
rate decreasing as the microscopical grade of the 
tumour, as measured by Broder’s criteria, in- 
creased. The slow-growing and supposedly radio- 
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resistant Stage 1 and 2 tumours ,responded better 
than the Stage 3 and 4 growths, in contrast to the 
generally accepted opinion based on carcinoma of 
the cervix. 

The paper does not give technical details. A 
divided dose technique was used, brass tandems 
containing the radon being inserted first in the 
fundus and then, on successive treatments, in the 
mid-portion and the anterior portion of the canal. 


THe ELECTROLYTIC THERAPY OF PREMENSTRUAL 
DISTRESS. 

The authors treated 40 women suffering from 
premenstrual distress, headaches, irritability, 
abdominal distension, nausea, etc., with ammonium 
chloride, given in doses of one grm. three times 
a day for 10 to 12 days before the onset of the 
period. In order to limit the sodium intake some- 
what the patients were asked to refrain from using 
table salt during the treatment. Thirty-four of the 
patients experienced definite relief and said they 
had an increased sense of well-being. The treat- 
ment gave no relief to patients complaining of 
migraine, dysmenorrhoea, or mastodynia. 

The hypothesis is that the treatment exerts its 
effect by reducing salt and water retention in the 
premenstrual phase. The work of Frank, Thorn 
and Emerson, Israel and others suggests this re- 
tention is due to the action of progesterone, or 
progesterone plus steroids, and although further 
evidence is required it appears that the responsible 
steroids are elaborated by the corpus luteum. 

Ammonium chloride is not ‘specific in the 
electrolytic therapy of premenstrual tension. 
Other salts which can displace or withdraw sodium 
may be equally effective. 


INFUSIONS OF BLOOD AND OTHER FLUIDS VIA THE 
Bone Marrow. 

The authors describe their experience with intra- 
medullary transfusion. They have practised it in 
11infants. They give full details of their technique 
and results. 

In children under three years of age the sternum 
is not a suitable bone and the injection should 
be made into the tibia. The most usual difficulty 
encountered in the method is choking of the 
needles by the marrow. The two failures were in 
cases of congenital anaemia and erythroblastosis, 
and the failures might be attributable to the abnor- 
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mal degree of ossification met with in this disease. 
In the nine successful cases citrated blood and 
salines were given when intravenous transfusions 
would have been impracticable. No local or con- 
stitutional reactions were disclosed by clinical 
and radiological examination. 


OxyYGEN TENT THERAPY IN THE TREATMENT OF 

ECLAMPSIA. 

The author considers treatment of eclamptic 
patients with an oxygen tent of great help in 
restoring consciousness. All his 13 patients 
recovered; g of them with a living child. Oxygen 
tent therapy was used to supplement a modified 
Stroganoff technique combined with restriction 
of fluids. The method takes effect by combating 
the anoxaemia of the disease. 


THE SYNTHETIC OESTROGEN, DIETHYLSTILBOESTROL. 

Diethylstilboestrol therapy gave good relief of 
hypogonadol symptoms in 128 out of 150 women 
(85 per cent). The best routine was found to give 
1 mgm. of the drug daily by mouth for 14 to 21 
days, followed by suspension of treatment for 7 
to 14 days. The minimal effective dose should 
however be used, and in some cases 0.3 to 0.5 
mgm. daily for 2 to 3 weeks is an adequate monthly 
requirement. Liver function, blood and urine 
studies showed no toxic effects. 

The authors prefer an intermittent to a con- 
tinuous administration because of the prolonged 
bleeding which often occurs during continuous 
treatment, and is almost certain to occur on ces- 
sation of treatment. The time of this bleeding 
cannot be predicted, whereas with the interrupted 
method the artificial menstruation occurs 5 to 12 
days after stopping the drug, and lasts as a rule 
for only 3 to 7 days. Subjective improvement and 
favourable vaginal smears also persist during the 
period of omission of the drug. 


TREATMENT OF THE MENOPAUSE; EVALUATION OF 
OESTROGEN IMPLANTATION. 

The authors treated a series of 180 women at 
the menopause, both natural and artificial, by 
implanting both loose and compressed crystals of 
a-oestradiol, a-oestradiol benzoate, and a-oestra- 


diol diproprionate. A control series of 18 patients - 


was given a single injection of comparable amounts 
of oestrogen in oil, 


The effects of the treatment were judged by the 
degree of symptomatic relief, the intensity of the 
proliferative changes in the endometrium and the 
vaginal mucosa, and the duration of hypophy- 
seal inhibition as indicated by the suppression of 
gonadotropic hormone excretion. Judged by these 
criteria the implantation of oestrogens in the form 
of loose crystals or pellets is more efficient than 
the use of injections of the hormones in oil. The 
longest period of symptomatic relief was obtained 
by the implantation of a-oestradiol crystals. 


SPONTANEOUS PNEUMO-MEDIASTINUM IN THE NEW- 
BORN. 

Eight cases of pneumo-mediastinum in new- 

born children have been described since Stransky’s 


review of the subject in 1928. The present 


authors record 4 further cases. The details of the 
first are as follows: 

The child, a male weighing 9 pounds, was born 
normally, required no resuscitation at birth and 
cried normally. Thirty hours after birth the child 
suddenly became cyanosed, with distended neck 
veins and a respiratory rate of over 130 a minute. 
No abnormal breath’ or heart sounds were heard. 
There was no. subcutaneous emphysema or pre- 
cordial bulging. Immediate X-ray films estab- 
lished the presence of a pneumo-mediastinum. 
Twenty-four hours later the child’s condition 
became worse, and fresh X-rays showed an in- 
crease in the amount of mediastinal air. A 21 
gauge needle attached to a 20 c.c. Luer syringe 
was inserted into the third left interspace 1 cm. 
to the left of the edge of the sternum, and directed 
medially. The plunger of the syringe suddenly 
moved to the 6 c.c. mark, and within 5 minutes the 
child’s condition dramatically improved. An X-ray 
taken 10 minutes after the aspiration showed that 
approximately 70 c.c. of air had been removed. 

In one of the author’s subsequent cases a 
spontaneous pneumothorax was observed to follow 
the pneumomediastinum. 

In discussing the cases the authors stress the 
value of a lateral radiogram. The typical appear- 
ances are one or more pools of encapsuled air 
just beneath the sternum. In general, treatment 
should be conservative, oxygen and stimulants 
being given as required. Increasing dyspnoea and 
cyanosis may call for therapeutic aspiration. 

Percy Matpas, 
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HE results of modern ante-natal care have emphasized the 

importance of proper nutrition of the expectant mother, in 
securing a normal pregnancy, labour and puerperium, and in 
endowing the infant with an initially sound constitution. 


The use of ‘ Ovaltine’ throughout. pregnancy goes far towards ensuri 
this ideal state of nutrition. ‘ Ovaltine * is a natural food tonic prepared 
from milk, eggs and malt extract, Noteworthy features are its high 
percentage of maltose and its content of calcium, phosphorus and iron. 


‘ Ovaltine ’ is delightful to the taste and appeals to the often capricious 
appetite of the pregnant woman. It ‘is so readily digestible that un- 
settled digestion does not preclude its use. 

‘ Ovaltine’ given daily during pregnancy definitely ensures that the 
foetus obtains sufficient nourishment,. while sparing. the maternal tissues. . 
from dangerous deprivation. During lactation its use enriches the milk 
and permits the mother to continue adequate feeding until the normal 
time for weaning occurs. Its tonic stimu- 
lating properties assist the general well- 
being of the mother. 


A. WANDER LTD., 

184 Queen’s Gate, London, S.W.7 
Laboratories and Works: 
King’s Langley, Herts. 
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THE SAFEST AND MOST RELIABLE 
LOCAL ANAESTHETIC 
_ Six to seven times less toxic than Cocaine 
- Despite the war, NOVOCAIN prepara- 


tions are, and will continue to be avail- 
able in all forms, viz: 


Solutions supplied in Ampoules: ! oz. and 
_ 2 oz. Bottles Stoppered or Rubber Capped 
and Powder. Tablets of various sizes. 


Cocaine Free Local Anesthetic 
Does not come under the Restrictions of the Dangerous Drugs Act 


Sold under agreement Write for literature . 


THE SACCHARIN CORPORATION, LTD. 
84 MALFORD GROVE, SNARESBROOK, LONDON, E. 18 
Telegrams: “Sacrino, Leystone, London.” Telephone: Wanatead 3287 


Australian Agents : 
J. L. BROWN & CO., 123 William Street, Melbourne, C.1 
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